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ABSTRACT 
This thesis explores the self-identified determinants of health most salient 
to women 65 years and older in northern British Columbia (BC). The idea of this 
research evolved out of a larger project based on a grant awarded to Northern 
Health from the BC Provincial Women's Health Network to explore these issues 
in women 45 years and older. Almost five hundred women from across the North 
contributed to the larger project through surveys and focus groups. From the 
larger sample a subset of the data from women 65 years and older was extracted 
(n=179) for further analysis, and to form the basis for this thesis. Descriptive 
statistics and summative themes enhanced with participant quotations have all 
been used to present the findings. Aspects of intersectionality provided a lens 
through which the data was analyzed, and social constructionism was the 
theoretical framework. The strongest themes which emerged out of the data are 
related to accessibility of care and affordable supports; functionality and 
independence; social supports and community connectedness; and the role of 
caregiving. This thesis offers a number of recommendations based on the 
research findings. Study challenges and limitations are also outlined as are 
suggestions for future research related to women's health and wellness in 
northern BC. 
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INTRODUCTION 
In 2006 the Northern Health Authority (NHA) representative for the British 
Columbia Provincial Women's Health Network (PWHN), Lynda Anderson (who 
was also the NHA Women's Health and Wellness Program Coordinator) 
informally surveyed women in northern British Columbia (BC) in an effort to 
identify the most pressing needs related to women's health. Out of this 
investigation two major themes emerged: 1) violence, mental health and 
addictions and the need to address the links between abuse, trauma related to 
colonization and addictions; and 2) older women (self-identified as age 50 years 
and older) and their need for better access to services, increased emphasis on 
disease prevention and services that care for caregivers. 
As a result of the information gathered in 2006 by Lynda Anderson, the 
BC PWHN supported a more formalized research project to be undertaken in the 
North. Funding for this project was provided to NHA in 2007/08 by the Healthy 
Women and Children's Branch, Population Health and Wellness, Ministry of 
Health.1 
This research project involved surveying post-reproductive women 
(defined as women 45 years of age and older) in northern BC on a number of 
holistic health related factors, including nutrition, exercise, social supports, 
housing, preventative health screening, mental health and stressors. University 
of Northern British Columbia Social Work Professor Dawn Hemingway was 
contracted by NHA to carry out this research project. Professor Hemingway 
1
 As a result of a Cabinet realignment in June 2008, this branch is now within the Ministry of 
Healthy Living and Sport. 
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subsequently hired me as a research coordinator for the project under her 
supervision. 
The research project was entitled "Health Needs of Northern Women 45 
Years and Oldef (from herein referred to as the Northern Women project). The 
purpose of the Northern Women project was to identify the perceived social 
determinants of health and health concerns believed to be most salient in the 
lives of post-reproductive women in northern BC as described by the women 
themselves, as well as the service gaps that they believed were present and 
suggestions as to what services study participants felt may result in better health 
outcomes for women 45 years and older. 
It was out of the Northern Women project that this thesis has emerged. 
Specifically, a subset of the Northern Women project data from participants 65 
years and older formed the basis for my thesis research. 
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CHAPTER ONE 
Setting the Stage 
Research purpose and goals 
The purpose of this thesis is consistent with the larger Northern Women 
project, that being to present a picture of the perceived and self-identified social 
determinants of health and health concerns believed to be most salient in the 
lives of women age 65 years and older in northern BC, the service gaps that they 
believed were present and suggestions as to what services study participants felt 
may result in better health outcomes for northern older women. The thesis 
findings are descriptive in nature and utilize both quantitative and qualitative data 
collected through surveys and focus groups, highlighting the personal words and 
lived experiences of northern older women. 
A goal of this thesis research is to be informative and useful for health 
service delivery agents and policy makers in better meeting the health needs of 
northern women aged 65 years and older. A secondary, but equally important 
goal is the use of the findings to educate and enhance the clinical skills of social 
work practitioners in the fields of gerontology and health care, to more effectively 
serve and advocate for their clients. Other related professions may also be 
influenced by this research, including physicians, nurses, health professionals 
and others working in the area of older women's health. A final goal is that this 
research will make a valuable contribution to the gap in this area of literature. 
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My personal standpoint 
The reasons for my choice to focus on older women as the topic for my 
thesis were many. I have had a life long affinity for working with the older adult 
population. My parents were of an advanced age when I was born. My mother 
was 40 years old and my father was 45 years old. By today's standards this time 
of life is quite common for having children. However, at the time I was born it 
was almost unheard of to have children at such an advanced age. I have spent a 
lifetime with older people, learning from them, caring for them and respecting 
them for their vast experiences of age. These experiences gave me an 
appreciation for older generations very early on, and I have carried that forward 
throughout my life both personally and professionally. 
Before my return to gradate school I would not likely have referred to 
myself as a feminist. However, during my reintegration into academia I found 
myself becoming more self-reflective and with a slightly more critical and feminist 
mindset. In other words, rather than accepting social problems at face value; my 
former "it is what it is" mentality seems to have been transformed. I now find 
myself looking deeper and much more critically into the life events and social 
circumstances that may lead someone to personal crises. I ask questions and 
reflect thoughtfully on how society can be different, and as a result change the 
life circumstances for older women. 
After working in the social work field for almost ten years, as a counselor, 
case manager and client advocate, I returned to school to obtain a graduate 
degree. My intentions to study the aging population have evolved and become 
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more focused. After being given the opportunity to participate as a research 
coordinator in the Northern Women project, I felt the concentration for my 
research thesis was made clear to me. I was blessed with a valuable experience 
of collaborating on a research project with a remarkable researcher, and out of 
this my thesis was born. 
I was excited to delve into this area of research, with my new critical 
feminist mindset and directly learn what older women had to say about their own 
personal health matters. Asking critical questions as a student researcher, rather 
than as a clinician or a case manager has shed new light on my previous 
opinions on the subject of older women's health needs. 
The role of reflexivity 
Given my personal and professional history working with older women, the 
role of reflexivity in my thesis research was a prominent one. Patton (2002a) 
suggests reflexivity "reminds the qualitative inquirer to be attentive to and 
conscious of the cultural, political, social, linguistic and ideological origins of 
one's own perspective and voice" (p.65). A great deal of debate exists in 
research literature on the role of reflexivity. Caelli, Ray, and Mill (2003) have 
suggested that a researcher's motives for engaging with a particular study topic 
are never a na'ive choice, and they question the notion that researchers are able 
to bracket personal values and prior knowledge. 
In light of this idea, I must remain cognizant of my own motives for 
choosing to study older women's health. As noted earlier in my personal 
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standpoint, I have had a connection, personally, professionally and academically 
to issues related to older adults. Being a reflexive researcher means maintaining 
an awareness of my own personal connection to the issues, while at the same 
time being accountable for the level of influence this may have on my research. 
Theoretical framework 
In preparation for this thesis I spent countless hours reading and reflecting 
on various worldviews, paradigms and theoretical perspectives searching for 
somewhere that I could "fit in". Numerous debates exist in the literature on the 
merits of each, creating an intellectual challenge for me to conceptualize and 
effectively articulate my own personal viewpoint and the lens through which I 
tend to see the world, and would approach this research. 
I, like most researchers, have given a great deal of thought to the 
proverbial "nature versus nurture debate". Although I do not underestimate the 
impact that biology and human genetics have on our lives, I have found myself 
more and more intrigued by the influence of context and one's social 
environment. As a social worker schooled in the lessons of feminist critical 
theory, I constantly ask myself "how does one's life situation really come to be?" 
This brings me to the theory of social constructivism. 
Social constructivism 
Schwandt (1997) asserts that "constructivists reject scientific realism, and 
in contrast hold that knowledge of the world is not a simple reflection of what 
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there is, but is a set of social artifacts; a reflection of what we make of what is 
there" (p. 19). My position is not that of a pure constructivist, meaning that I do 
not "reject scientific realism". However, my perception of the nature of "realism" 
has evolved over time and I support the notion that our realities are shaped, at 
least in part, by the contexts of our social worlds. 
Schwandt (1997) has suggested that the concept of social constructivism 
holds that we are all "actively engaged in creating knowledge" and that we 
"invent concepts, models and schemes to make sense of experience and we 
continually test and modify these constructions in the light of new experiences" 
(p.107). Concepts such as health and wellness may be viewed, at least in part, 
as socially constructed. This seems logical when one considers the multiple 
ideas that have emerged out of the model of the social determinants of health 
(which is explored in greater detail later in this thesis). 
When considering a constructivist orientation Patton (2002a) asks the 
following foundational questions: "How have people in this setting constructed 
reality? What are their reported perceptions, truths, explanations, beliefs, and 
worldviews? What are the consequences of their constructions for their 
behaviours and for those with whom they interact?" (p. 96). If posed to a group 
of older northern women during a discussion of the social determinants of health, 
these questions would likely provide a world of richly valuable data. Although 
these specific questions were not part of my thesis research, it was expected that 
similar issues would arise as part of the data collection process. 
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Charmaz (2006) suggests the constructivist perspective assumes that 
people construct the realities in which they participate. Constructivists start with 
the experience and ask how members might have constructed it. "They enter the 
phenomenon, gain multiple views of it, and locate it in its web of connections and 
constraints, all the while acknowledging that their interpretation of the studied 
phenomenon is itself a construction" (p. 187). 
When considering the concept of older women's health, guided by the 
theory of social constructivism, a number of influences (tentatively socially 
constructed ones) come to mind, including gender, ethnicity, socio-economic 
status, and geographic location to name a few. Given this list of possible 
influences on women's health, one should be wary not to conclude that the study 
of women's health is inclusive and relevant to all women. Women are a 
heterogeneous group, and to study women's health effectively, this group must 
be further dissected to include multiple differences. A balance must be struck 
between understanding women's collective commonalities, while at the same 
time honoring their complex diversities. In other words, the differences among 
women may be equally important factors to consider in the study of health, as the 
differences between women and men. 
In light of the complexities involved in the study of older women's health, 
some basic and foundational questions that I have asked myself in preparation 
for this research include: How might gender influence health? How might 
gender, "combined with" age and ethnicity influence health? How important is it 
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to study the "intersections" of these numerous factors that influence older 
women's health? 
Intersectionality 
In a discussion on the influences of oppression Mullaly (2002) suggests 
that multiple oppressions are not simply cumulative or additive. For example, not 
only does a black woman experience oppression as a woman and as a black 
person, but she also experiences oppression as a black woman; "something else 
happens at the intersection of race and gender" (p. 153). These "intersections" 
of oppressive influences may provide a critical lens through which to examine the 
concept of older women's health. 
Since the late 1960s, "feminist scholars of colour have deployed 
intersectionality as an analytical tool to raise new questions for research" 
(Hawkesworth, 2006, p. 209). A focus on the intersections of race and gender, 
for example, highlight "the need to account for multiple grounds of identity when 
considering how the social world is constructed" (Crenshaw, 1994, p. 95). In 
some respects, the way in which a woman self identifies "how old" she is, makes 
age a socially constructed concept. 
Weber and Parra-Medina (2003) note intersectional analysis is made 
possible "based on the view of race, class, gender and sexuality as social 
constructions - not as individual biologically determined attributes, and a belief in 
the situated nature (in time and in place) of social life and our understanding of it" 
(p. 188). These same authors have also suggested that intersectional traditions 
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of research on women's health have "great potential to provide new knowledge 
that can more effectively guide actions toward eliminating health disparities 
across race and ethnicity, but also across gender, sexual orientation, social class 
and socioeconomic status, and other critical dimensions of social inequality" (p. 
183). Although not mentioned specifically one could posit that a woman's age, 
particularly advanced age, may be considered one of the "critical dimensions" 
that fosters social inequality. 
McCall (2005) went as far as to say "intersectionality is the most important 
theoretical contribution that women's studies, in conjunction with related fields, 
has made so far" (p. 1771). By focusing on the social construction of inequality 
and centering research in the perspectives of multiply oppressed groups, 
"intersectional scholars provide situated knowledge that raises new questions 
and presents new opportunities for understanding health disparities" (Weber & 
Parra-Medina, 2003, p. 186). 
More recent theories of women's health have highlighted the "importance 
of intersectional analyses in health that contextualize women in their diverse 
social and economic circumstances and understand gender as inseparable from 
other forms of social difference such as race, ethnicity, culture, class, sexual 
orientation, gender identity and ability" (Morrow, Hankivsky, & Varcoe, 2007, p.9). 
A recent development in the area of women's health research by Morris 
and Bunjun (2007) suggests the use of intersectional feminist frameworks (IFFs) 
as tools for conducting research that is inclusive of the diverse contexts of 
women's lives. Although age is referenced less frequently in the intersectionality 
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literature (as compared to socioeconomic status, ethnicity and sexuality), Morris 
and Bunjun have stressed that age should be carefully considered as an 
important factor when conducting women's health research. 
Hankivsky and Christoffersen (2008) have suggested that "by properly 
contextualizing systems of oppression, an intersectional paradigm provides the 
tools with which to challenge accepted and idealized norms as well as 
established binaries and cultural differences that fail to recognize or challenge 
power dynamics" (p. 8). These same authors also assert "intersectionality 
embraces rather than avoids the complexities that are essential to understanding 
social inequities, which in turn manifest in health inequities" (p. 8). Again, there 
is evidence to support the use of intersectionality when conducting women's 
health research that is thorough and inclusive. 
Grounded in feminist critical theory, and approaching the data through an 
intersectional analytic lens, (borrowing concepts from the IFFS) and considering 
multiple sources of oppression, this thesis will explore and describe the 
complexities of older women's health in northern BC. 
Statement of the problem 
This thesis seeks to explore and describe the perceived and self-identified 
social determinants of health and health concerns believed to be most salient in 
the lives of women age 65 years and older in northern BC. 
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Research questions 
The following research questions have been explored in this thesis. 
1. What are the self-identified social determinants of health and 
health concerns believed to be most salient in the lives of 
women age 65 years and older in northern BC? 
2. What are the gaps in service that these same older northern 
women believe currently exist? 
3. What recommendations would study participants make in an 
effort to achieve better health outcomes for older women in 
northern BC? 
Discussion of terms 
For the purpose of this thesis, the term older women has been used to 
describe women age 65 years and older. Although the term "older women" 
cannot be definitively defined in a way that would be acceptable to all women, 
this age was chosen as the parameter for this study based on the criteria 
established by the federal government for the collection of Old Age Security 
(Government of Canada, 2008). 
The term "northern BC" will be used to describe the catchments area of 
the NHA service delivery region. The specific geographic boundaries will include 
Quesnel to the south of Prince George, Haida Gwaii to the west, and the 
provincial boundaries to the north and east of Prince George. This geographic 
region has been chosen based on the boundaries of the preliminary survey 
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conducted by NHA, as well as the larger Northern Women project out of which 
this thesis emerged. 
A concept such as health is certainly a challenge to clearly define. One 
universally agreed upon definition of health does not exist. In the next chapter of 
this thesis highlights from the literature on health are discussed and provide a 
definitional foundation for one of the goals of this research study, which is to 
explore the ways in which older northern women identify their own health and 
wellbeing. 
Social determinants of health is another concept for which one succinct 
and universally agreed upon definition is difficult to ascertain. Marmot and 
Wilkinson (2006) make reference to the fact that health follows a predictable 
health gradient; "the higher the social position, the better the health" (p. 2). In 
other words, people with better access to resources as a result of higher socio-
economic status tend to experience better health. The concept of the social 
determinants of health will also be explored in greater detail in the next chapter. 
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CHAPTER TWO 
Current Literature 
Epidemiological information. 
As an introduction to the population under examination here, a brief 
commentary on relevant epidemiological data should be provided. As reported 
by the Women's Health Bureau (Government of BC, 2001) women in BC live 
longer than men and are therefore more likely to suffer from age related 
disabilities, injuries and illnesses. In BC the leading causes of death among 
women are cardiovascular disease, followed by lung cancer. The most common 
form of cancer for which women are diagnosed is breast cancer. It is important 
to note that once diagnosed, the probability of dying from breast cancer is 
considerably lower (3.9%) than for lung cancer (80%). Osteoporosis, is another 
condition that older women are vulnerable to, often leading to fragility, increased 
falls and factures. Hip fractures can lead to "permanent disability and even death 
for women, as 15% of victims die shortly after a fracture and 30% die within one 
year of a fall" (p. 39). 
The physical illnesses and disabilities that women face are often 
exacerbated by their increased risks for depression and anxiety, both of which 
are contributing factors to one's vulnerability and resilience. Women experience 
twice the rate of depression as compared to men, however the likelihood of 
experiencing depression tends to decrease with age (Government of Canada, 
2003). "Minor depression and anxiety increase in the years immediately 
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preceding menopause, however these symptoms have been shown to diminish 
substantially in the postmenopausal years" (p. 67). 
Evidence suggests older women are less likely to practice positive health 
behaviours, such as exercising and following a healthy diet, which results in the 
highest rates of health care utilization (Government of BC, 2001). This same 
report also noted that age was shown to be a better correlate of primary health 
care utilization than either sex or geographic location. However, compared to the 
amount of data on elderly women's physical health and functioning, "little data 
exists to support an analysis of the non-medical determinants of health such as 
social supports" (p. 67). 
Health and its social determinants. 
The study of health has undergone considerable transformation over the 
past several decades. The World Health Organization defines health as a "state 
of complete physical, mental and social well-being and not merely the absence of 
disease or infirmity" (Ruzek, Clarke & Olesen, 1997, p. 12). This definition 
represents a shift in the conceptualization of health, from a more traditional bio-
medical model, to one that takes into account behavioral and social influences. 
The Public Health Agency of Canada recognizes the following as key 
determinants of health: income and social status; social support networks; 
education and literacy; employment/working conditions; social environments; 
physical environments; personal health practices and coping skills; healthy child 
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development; biology and genetic endowment; health services; gender and 
culture (PHAC, 2007). 
In their study on gender differences in health, Denton, Prus, and Walters 
(2004) found that health is determined by "complex layers of intertwined forces, 
with behavioral and psychosocial determinants of health growing out of the social 
context of people's lives" (p. 2597). Ruzek et al. (1997) suggest that feminists' 
conceptualizations of health "link the source of health to communities, where 
food, housing, education, and environmental hazards; the prerequisites to health, 
are located" (p. 21). 
It has been suggested that social ties have the potential to provide both 
health promoting solidarity and health deterring demands sometimes at the same 
time. Social relationships that incur strains as well as gains may be more 
common among women than men, making women more vulnerable to the cost of 
caring and maintaining their commitments to social relationships (Marks & 
Ashleman, 2002). In a recent Canadian study of rural, remote and northern 
women's health by Suthems, McPhederan, and Haworth-Brockman (2004), it 
was noted that many women praised the health benefits derived from the social 
capital in their communities, including services clubs, community spirit, proximity 
to family and supportive interpersonal relationships. 
Although the majority of research on health inequalities has concentrated 
on the working age adult population, initial studies of socio-economic inequalities 
in health in older age suggest that "the rosy picture of healthy, active aging 
presented by recent theories are by no means universal" (McMunn, Breeze, 
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Goodman, Nazroo & Oldfield, 2006, p. 286). For the purpose of this thesis the 
social determinants of health will be considered in the broadest sense, including 
those general notions referred to here, such as socio-economic and psychosocial 
factors as well as social context. In terms of research on the social determinants 
of health specifically for older women, the literature is significantly lacking. 
Women's health and the women's health movement. 
The women's health movement has evolved historically in parallel with the 
women's movement in general. A discussion of the multitude of historical details 
included in the women's movement would be too extensive for this report. One 
important and noteworthy shift in thinking about women's health, which emerged 
out of the second wave of feminism in the 1960s, was the challenge to the 
medicalization of women's health (Morrow et al., 2007). 
Social models of women's health eventually began to compete with the 
medical and biological models as it was increasingly recognized that sources of 
risk for women's health were to be found in the nature of women's lives and their 
social and economic environments (Kuh & Hardy, 2002). Doyal (1995) suggests 
"women's right to health and formulation of appropriate strategies for its 
realization must be a central concern not just in feminist politics but in wider 
campaigns for sustainable development, political freedom and economic and 
social justice" (p. 232). Other modern day feminist health researchers assert that 
health must be "understood holistically, and that addressing the social 
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determinants of health such as poverty, racism, experiences of violence and 
other forms of social inequality was critical" (Morrow, 2007, p. 44). 
In the 1990s, the Centres of Excellence for Women's Health Program was 
established by Health Canada and was mandated to improve the health status of 
Canadian women by enhancing the health system's understanding of, and 
responsiveness to, women's health issues (Morrow, 2007, p. 51). In 2000, the 
federal government also established the Canadian Institutes of Health Research, 
one of which is the Institute of Gender and Health (IGH), which served to 
increase the capacity of researchers to investigate questions related to gender 
and health. IGH is dedicated to "ensuring that research is conducted that 
examines the biological, clinical, health service, psychological and social factors 
that influence the health of men, women, girls, and boys" (CIHR, 2008). 
In addition to the large national women's health research programs noted 
here, there have also been a number of smaller scale, grass roots initiatives 
which have contributed to the informal women's movement particularly in 
northern BC. Some examples include the Northern Secretariat of the BC Centre 
of Excellence of Women's Health which was established at UNBC as part of the 
national network of Centres of Excellence. In 2001 the Northern Secretariat 
became Northern FIRE (Feminist Institute for Research and Evaluation). One 
major initiative of Northern FIRE was developing the Women North Network 
which aims to "strengthen connections between women across the North and aid 
in the development of healthy communities through informal education, social 
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and health-based action research, and policy-related initiatives" (Women North 
Network, n.d.). 
The women's health movement in Canada has certainly shown a great 
deal of promise in the past decade in terms of pushing the women's health 
agenda forward. Interestingly, the issue of advanced age is one that comes up 
only sparingly in a review of the Canadian literature on women's health 
(Tannenbaum & Mayo, 2003). 
Older women's health. 
There is no shortage of literature on the study of health, the social 
determinants of health, or even women's health. However, limited research has 
been published on the social determinants of older women's health, particularly 
in Canada. This thesis will contribute to the literature by playing a small part in 
attempting to fill this rather significant gap. 
It has become common knowledge that women live longer than men. 
Women have also been cited as experiencing more chronic illnesses and using 
health care services more than men (National Coordinating Group on Health 
Care Reform and Women, 2005). For these reasons, research on the 
determinants of older women's health has become increasingly more important. 
There is a limited body of literature available on the study of older 
women's health; however this research is primarily based on the bio-medical 
model. In a large national survey conducted by Tannenbaum, Mayo and 
Ducharme (2005), it was suggested that older women's health priorities 
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encompass a wide range of physical, functional and psychosocial concerns 
about aging. It was also noted that "perceptions of whether care was being 
delivered to address their health priorities varied according to the priority in 
question, and to a lesser extent, the age of the respondents and possibly the 
province in which they lived" (p. 155). 
Tannenbaum and Mayo (2003) studied the "mismatch" between what 
older women say they want, and what they feel they are actually getting out of 
the healthcare system. It was noted that women were more concerned with 
preventing disability than with developing certain diseases later in life. Being 
treated as a whole person by doctors with a holistic approach to health was seen 
as very important. These same researchers also found that there was a higher 
proportion of women age 55 to 74 years who expressed concerns about 
deficiencies in the healthcare system, as compared to women age 75 years and 
older. It was unclear if this was due to differences in service delivery patterns to 
each age group, or differences in the expectations of older women. The most 
unmet priority noted was screening and reassurance regarding memory loss in 
old age. 
Jones and Estes (1997) suggest the economic and health situation of 
older women requires " structural and policy changes to redress inequities and 
provide access to basic resources, including Social Security, housing, nutrition, 
health and long-term care and broad based social reforms to end the ... social 
and economic inequities experienced by older women" (p. 439). 
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Health in the North. 
It was not the intention of this research thesis to make generalizations 
about the health and wellness of older women in other geographic locations. 
Although the purpose was to provide a descriptive presentation of the self 
identified health needs of older women in northern BC, given the geographic 
diversity of northern BC, I would be remiss if I did not provide some commentary 
on the differences in health between rural and urban regions, particularly in the 
North. 
The geographic boundaries served by Northern Health cover more than 
593,000 square kilometers, or about 64% of the total land mass of BC, (Northern 
Health website, 2008). In 2006 the total population for northern BC was 
approximately 273,942 people, and for all of BC it was about 4,113,487 people, 
(Stats Canada, 2006). These statistics indicate that less than 7% of the 
population of BC lives in the North. Northern BC has the highest projected 
growth rate of seniors in BC, with a 48% projected increase by the year 2010. It 
is also important to note that 13% of the population in the North is Aboriginal, the 
highest in the province (Northern Health website, 2008). 
The Provincial Health Officer's Annual Report (Government of BC, 2000) 
outlines that health status varies across the province with higher levels of health 
being found in the south and northern regions having the poorest health, based 
on the measures available. The same report indicates that women living in the 
northern and rural communities of BC have the lowest levels of health status 
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indicators, such as life expectancy, when compared to women of a similar age 
and circumstance living in other parts of the province. 
Numerous research projects have been conducted within northern BC 
related to health and health care services (Leipert & Reutter, 1998, 2005a, 
2005b; Healy et al., 2001; Madrid, 2003; Hemingway & MacLeod, 2004; 
Hemingway & McLennan, 2005). In a unique study by Healy et al. (2001) entitled 
"North of 65 Years: Report of the Research into Health Services for Seniors in 
the Northern Interior Health Region of British Columbia", a number of northern 
seniors were interviewed and asked about how they used the health system, 
what did and didn't work for them and how things could be made better. 
Interestingly the authors noted that "most seniors do not identify medical care as 
a factor in maintaining their health" (p.16). However the same report indicated a 
strong message that "having a healthcare system that was 'once again, reliable 
and available' was the major factor in service delivery" (p.14). Hemingway and 
MacLeod (2004) noted, as a result of the North of 65 Years project, "the profile of 
seniors and seniors' health needs has been elevated within the Region" (p. 144). 
In an equally informative study produced by Madrid (2003) entitled 
"Speaking With Our Own Voices: Recommendations for Initiatives to Improve 
Women's Health in Northern British Columbia", it was noted that "what northern 
women required the most was support in their present endeavors to enhance the 
local women's health and wellness and to have the importance of northern 
women's health acknowledged" (p.5). In another study based in northern BC, by 
Hemingway and McLennan (2005), it was noted "women are coming to recognize 
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that local concerns about the health and wellbeing of their communities and 
families have larger structural, systemic implications that need to be addressed 
collectively and beyond narrow geographic confines" (p. 161). 
Although each of these reports referred to are informative and thorough in 
terms of the research into the issues of senior's health, and women's health 
respectively, none of these reports contributed to the literature on the health of 
northern older women specifically. 
Leipert and Reutter have also done a great deal of research into the area 
of women's health in northern BC, concentrating on issues such as community 
health nursing (1998); the role of geography and gender (2005b); and how 
women develop resilience (2005a). The issue of older women is not one that has 
been studied by these researchers. 
Similar work has been done in other northern Canadian communities, 
such as that of Wakewich and Parker (2006) who conducted a thorough review 
of the literature regarding women's health in northern Ontario and discovered a 
significant gap with regard to older women's health. Some studies uncovered 
selected gaps in health services for women in the North, and highlighted how the 
context of northern environments influence women's health beliefs, practices and 
access to care in unique ways. It was also discovered that there was very little 
published research which explored the social, cultural, political, economic and 
geographical aspects of northern women's experiences and understandings of 
health and health behaviors (Wakewich & Parker). It was suggested that 
"women's voices and perspectives on their health and the health of their 
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communities are muted in the existing studies and would be more centrally 
drawn out by complementing existing quantitative studies with more in depth 
qualitative research projects" (p. 6). Again, although thorough and informative, 
the work of Wakewich and Parker provides no commentary on the complexities 
of older northern women's health. 
In a metasynthesis of Australian literature, Harvey (2007) noted "studies 
that portray rural women as a homogeneous, satisfied and healthy group obscure 
the way in which geographical location intersects with social, cultural and 
economic factors to influence the health and wellbeing of rural women" (p. 7). 
The findings of Harvey highlight the influence of socially constructed gendered 
rural identity on health and wellbeing, and recommendations are made for further 
research to "understand the way in which health and wellbeing are shaped by 
societal expectations of the role and responsibilities of rural women and by the 
rural environment" (p.10). 
Similar to the plan for this thesis, de la Rue and Coulson (2003) studied 
the perspectives of older rural women in Australia exploring their meanings of 
health and wellbeing and the influence of geographical location. These 
researchers highlighted the important influence the older women's unique rural 
geographic location had on their health and wellbeing. 
Literature review summary 
There is no shortage of literature on the social determinants of health, 
women's health, aging health or northern / rural health. Where there is a 
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significant gap is in the area of the social determinants of older women's health in 
northern BC, which is the focus of this thesis. 
To provide clarity and ease for the reader this literature review was divided 
into subsections. This exercise was challenging given the overlap that exists 
with the subject matter, based on the complex nature of the issue. A literature 
review that thoroughly detailed each of the subsections at length would have 
been far too lengthy and extensive for this report. To that end, only key 
highlights were noted in each area. This point lends support to the fact that this 
thesis, however limited in scope and breadth, will make a meaningful and 
specialized contribution to the literature. 
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CHAPTER THREE 
Research Methodology 
This thesis is descriptive in nature and is based on both quantitative and 
qualitative data collected through a mixed methods approach. Surveys (paper 
and electronic versions) as well as focus groups were used for data collection. 
Mixed methods were used to provide participants with more than one way of 
ensuring their voices were heard. Surveys were useful for participants who may 
not have had time or access to participate in a focus group, or for those who may 
be uncomfortable speaking in a group setting. Focus groups helped to 
encourage participation from women who may have literacy issues or who would 
otherwise find it challenging to complete a survey. Groups also provided a 
means for delving deeper into questions that the survey may not have 
addressed. 
Schwandt (2001) suggests triangulation is "a means of checking the 
integrity of the inferences one draws. It can involve the use of multiple data 
sources, multiple investigators, multiple theoretical perspectives, multiple 
methods, or all of these" (p. 257). For this research, triangulation was achieved 
based on the use of multiple instruments and sources of data, including paper 
surveys, electronic surveys and a focus group question guide. All of this helped 
to strengthen the study, as suggested by Patton (2002b) by "combining methods, 
or data, including both quantitative and qualitative approaches" (p. 247). 
Because the issue of older northern women's health is one that is seldom 
cited in the literature, it made sense to conduct a study that was descriptive in 
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nature. Sandelowski (2000) suggests the expected outcome of descriptive 
studies is a "straight descriptive summary of the informational content of data 
organized in a way that best fits the data" (p. 339). Given the research questions 
posed in this thesis, descriptive research was an appropriate choice for 
effectively and informatively presenting the answers, with very little in the way of 
researcher interpretation or manipulation. 
Sampling and data collection 
The target sample for this thesis included women 65 years and older who 
resided in northern BC and who took part in the larger Northern Women project. 
In terms of the target region, this research included women who resided in the 
catchments area of the NHA service delivery region (the geographic boundaries 
have been detailed earlier in this report). 
The sample of participants from the larger Northern Women project 
consisted of women who responded to both electronic and paper surveys, as well 
as women who participated in focus groups. It should be noted that some 
women may have completed a survey in addition to participating in a focus 
group. To that end, the exact number of participants for this study could not be 
precisely determined. 
A form of snowball sampling was used for the electronic surveys. Initially, 
sampling was purposeful and was generated from the distribution lists of various 
carefully selected electronic networks, including the Women North Network, the 
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Prince George Council of Seniors, BC Association of Social Workers Northern 
Branch and the NHA Women's Health and Wellness Program. 
Through the various distribution lists women were sent introductory emails 
(see Appendix A) advising them of the survey and providing a link to the actual 
survey on a separate website (info.zoomeranq.com). The email which 
introduced the survey encouraged participation and also requested that each 
recipient assist with distribution by passing the email along to their friends and 
colleagues, resulting in a form of snowball sampling. Women were given the 
option of completing the survey and returning it on-line, or printing a hard copy to 
be completed by hand and mailed back to the researcher. 
An interesting point to mention here is that on June 1, 2008 after the 
electronic survey had been closed for data analysis, it was discovered by 
happenstance that the survey was still being promoted on the website for the 
Canadian Breast Cancer Network, (a network that was not one of the original 
distribution sites). With this in mind, it would be very difficult to precisely 
determine the extent to which the electronic survey was distributed. However, 
this example does confirm that it traveled beyond the bounds of the original 
distribution networks. 
Sampling for the paper surveys also began purposefully, and then took on 
a form of snowball sampling. Paper surveys were sent out by courier in bulk to 
selected locations throughout northern BC including UNBC regional campuses, 
community colleges, wellness clinics, senior's centers, etc. A contact person at 
each of the receiving locations was asked to provide a publicly accessible area 
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where the surveys could be displayed and where women would be able to 
complete and return the survey. Surveys could have been either returned to the 
remote location in a box for pick up by the researcher, or they could have been 
mailed back to the researcher through regular postal service. 
Other venues for survey distribution included community workshops, 
conferences, fundraising events, a retired teacher's luncheon, and the Prince 
George International Women's Day Breakfast celebration. In these cases 
women were encouraged to either complete the survey at the event, or take a 
stamp offered by the researcher and return the completed survey through regular 
postal service. 
In an effort to access women who were isolated or potentially house 
bound, and without access to a computer or a publicly accessible location to pick 
up a paper survey, attempts were made to have paper surveys distributed 
through in-home support services such as the Prince George Council of Seniors 
Outreach Program, Meals on Wheels and at two seniors housing projects. 
Those participants were provided an addressed stamped envelope, and were 
asked to return their completed surveys through regular mail. 
A variety of sampling methods were used for the focus groups. Flyers 
(see Appendix B) were posted and distributed throughout Prince George as well 
as in four other northern communities (specifically McBride, Quesnel, Smithers 
and Terrace). The flyers asked women 45 years and older who were interested 
in participating in a focus group, to call the researcher and register. The phone 
number was that of a UNBC office which was used for this research project. A 
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voicemail message asked participants to leave their names and phone numbers 
so that they could be contacted for registration. In addition to the use of flyers, 
focus group participants were also recruited through word of mouth and with the 
help of key community contacts who supported the research. 
Nine focus groups were organized and facilitated by this researcher for the 
larger Northern Women project. These groups were held in the communities of 
Prince George, Quesnel, McBride, Terrace and Smithers, and included three 
groups for women 45 to 64 years of age, and six for women 65 years and older. 
Additional groups were held for the older women because their response rate for 
the surveys was lower than was the case for the women 45 to 64 years of age. 
Again, only focus group data from the women 65 years and older has been 
utilized for this thesis. Focus group data was collected by way of flip chart notes 
and audio recordings which were transcribed for analysis. 
Instrumentation 
Copies of the survey tool and the focus group interview guide for the 
larger Northern Women project have been provided as Appendices C and D. It is 
important to reiterate that for the purpose of this thesis only data from 
participants age 65 years and older were included for analysis. 
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Pilot study 
The survey was piloted with a small number of purposefully selected 
northern women from a range of backgrounds and feedback was incorporated 
into the final draft before distribution. 
Treatment of the data 
All records have been kept in a locked filing cabinet in the Women North 
/Northern FIRE office at UNBC. The notes, transcripts and audio-tapes from the 
focus groups have been kept in a location separate from the consent forms (see 
Appendix E and F). Surveys, transcripts of focus group data and written 
documentation will be kept no longer than four years after completion of the 
project, at which time paper copies will be shredded, electronic files will be 
deleted and audio tapes will be cut up. 
Anonymity and confidentiality 
Participants who completed surveys (either electronic or paper versions) 
were asked that no names or identifying information be included. No names or 
identifying information were used in transcripts, analysis, focus group data, or 
written results. All identifiers were stripped from the data so that no one would 
be able to link participant names with what was said. 
Every effort was made to ensure that participant identity was not revealed 
directly or indirectly. Northern Health has not and will not have access to any 
information that identifies participants. Focus group participants were strongly 
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encouraged to hold all personal and confidential information of other focus group 
participants in the strictest confidence. 
Research ethics review 
Because this thesis emerged out of the larger Northern Women project, 
which underwent a research ethics review by the University of Northern British 
Columbia as well as Northern Health, a separate ethics application was not 
required. 
Data analysis 
Once all of the data was collected for the larger Northern Women project, 
the paper surveys were converted into electronic format, and all survey data was 
merged into one electronic database. For the purpose of this thesis, a second 
database was developed whereby only survey data from women 65 years and 
older was separated from the larger database. The focus group sessions were 
tape recorded and transcribed into text. Again, only the transcripts from the 
women 65 years and older were analyzed for this thesis. It is worth noting here 
that all of the focus group transcription was done by this author. This exercise 
was an important first step in the process of qualitative data analysis, as it 
allowed me to become immersed in the data. 
The focus of data analysis was to understand and provide meaningful 
ways in which to showcase how older northern women described their own 
personal health and wellbeing. Both quantitative and qualitative data were 
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examined in this analysis. The quantitative data was analyzed directly on the 
Zoomerang website using descriptive statistics. During the course of this thesis 
Zoomerang introduced a new service providing the ability to analyze quantitative 
data using descriptive statistics directly on the website, rather than having to 
export it for analysis. 
In terms of the qualitative analysis one challenge worth noting was the 
need to ensure that I was not influenced by the themes which had already 
emerged from analysis of the larger data set (the data set which also included 
women 45 to 64 years of age). This distinction was necessary in order to ensure 
that the themes emerging from the data set of participants 65 years and older 
reflected that data set alone. 
Thematic versus content analysis. 
For the purpose of this thesis, aspects of both thematic and content 
analysis were used. The difference between these two forms of analysis has not 
been clearly defined in the literature. Some distinctions will be discussed here. 
Thematic analysis is an examination of qualitative textual data for the 
purpose of revealing meaningful themes. Braun and Clarke (2006) have 
suggested "thematic analysis conducted within a constructionist framework... 
seeks to theorize the socio-cultural contexts, and structural conditions, that 
enable the individual accounts that are provided" (p. 85). 
Some literature on thematic analysis suggests there are two levels of 
themes, explicit or manifest themes which exist on the surface in the words; and 
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latent or interpretive themes which require a deeper more interpretive analysis on 
the part of the researcher (Boyatzis, 1998). In this analysis I chose to highlight 
explicit, surface level themes to remain in keeping with the descriptive nature of 
this research. 
The choice of thematic analysis using only explicit level themes was 
based on its advantage of preserving the voices of the women who have 
participated in the research study, while at the same time highlighting any 
patterns that emerged out of their collective words. This method is supported by 
Patton (2002b) who suggests the challenge of qualitative analysis involves 
"reducing a volume of raw information, sifting trivia from significance, identifying 
significant patterns and constructing a framework for communicating the essence 
of what the data reveal" (p. 276). 
In terms of content analysis, Patton (2002a) suggests it is "any qualitative 
data reduction and sense making effort that takes a volume of qualitative material 
and attempts to identify core consistencies and meanings" (p. 453). One 
distinction that has been made is that content analysis tends to focus at a more 
micro level, often providing frequency counts, whereas in thematic analysis 
themes tend not to be quantified (Braun & Clarke, 2006). 
Sandelowski (2000) notes content analysis is "similarly reflexive and 
interactive as researchers continuously modify their treatment of data to 
accommodate new data and new insights about those data" (p. 338). It has also 
been suggested that qualitative content analysis is the least interpretive of the 
qualitative analysis approaches in that there is no mandate to re-present the data 
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in any other terms but their own" (Sandelowski, p. 338). Thus, the intention of 
preserving the words of the older women who participate in this research was 
reaffirmed. 
Inductive logic was part of the process used to identify analytical 
categories as they emerged out of the qualitative data. Braun and Clarke (2006) 
suggest that this type of logic is "data driven" or "a process of coding the data 
without trying to fit it into a preexisting coding frame or the researcher's analytic 
preconceptions" (p. 83). Patton (2002a) suggests "as thematic structures and 
overarching constructs emerge during analysis, the qualitative analyst keeps 
returning to field work observations and interview transcripts, working from the 
bottom up, staying grounded in the foundation of case write ups and thereby 
examining emergent themes and constructs in light of what they illuminate about 
the case descriptions on which they are based" (p. 58). 
The systematic method of constant comparison was also used to 
iteratively examine the qualitative data. This method involves "moving back and 
forth among data sets to discover patterns and to determine the presence, 
variation, or absence of patterns" (Sandelowski, Davis, & Harris, 1989, p. 82). 
Process of data analysis. 
As noted previously, the exercise of transcription was identified as the first 
step in the data analysis process. For the next step, all of the qualitative data 
was read thoroughly in its entirety to gain a sense of the overall content. A 
second reading was then completed using a thematic analysis approach whereby 
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open coding was used to highlight general, overarching themes as they emerged 
from the data. Words and phrases were highlighted and colour coded based on 
observed and repeated patterns. All of the colour coded words and phrases 
where then grouped together to form a series of lists or sub-themes. 
A subsequent read of the data was then completed using a more micro 
level lens. This review was in keeping with a content analysis approach allowing 
for the counting of text (words and phrases) which supported each sub-theme. 
Each time a word or phrase was found in the data which seemed to support one 
or more of the sub-themes identified earlier in the analysis, it was "counted", by 
way of a tick mark. Those sub-themes which were supported with twenty or 
more tick marks were grouped together to form more broad themes, which in turn 
became key findings. 
In summary, all of the qualitative data was analyzed initially, using a 
thematic analysis approach where broad themes were gleaned. This process 
was then strengthened by adding another step using aspects of content analysis, 
where text was counted to lend support to the emergent themes. The entire 
process was done iteratively, using aspects of constant comparison. Field notes, 
which were kept during data collection were also used as a source of reference 
during the analysis process. Finally, inductive logic provided the overall direction 
of the analysis. 
CHAPTER FOUR 
Research Findings 
Participant demographics 
Approximately one hundred and seventy-nine older women from across 
northern BC contributed their voices to this research project. One hundred and 
twenty two women completed surveys (14 completed electronic versions, and 
108 completed paper versions). Fifty seven women participated in focus groups. 
It should be noted that some women chose to complete a survey in addition to 
participating in a focus group, and therefore, as previously noted the exact 
number of individual participants could not be precisely accounted for. 
Table 1 
Demographic details of survey participants (n=122) 
Age range 
65 - 74 years 
75 - 84 years 
85 - 94 years 
95 years or older 
Highest level of education 
Secondary school 
Trade, technical, business, college 
University 
Annual household income 
Less than $25,000 
$25,000 - $39,999 
$40,000 or more 
Primary employment status 
Employed 
Retired, not employed 
Marital status 
Currently married 
Single, divorced, widowed 
Sexual orientation 
Heterosexual 
Actual 
76 
40 
5 
1 
34 
43 
45 
42 
26 
44 
4 
115 
53 
69 
114 
% 
62% 
33% 
4% 
>1% 
18% 
36% 
37% 
38% 
23% 
39% 
4% 
95% 
43% 
57% 
98% 
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More detailed demographic information was collected from survey 
respondents than from focus group participants; including ethnicity, age range, 
employment status, education, annual household income, marital status, 
sexuality, postal codes, and whether or not they had a disability. The majority of 
survey respondents were between 65 and 74 years of age; heterosexual; either 
married or widowed; retired; and had an annual household income of $40,000 or 
more. More detailed demographic information on the survey respondents is 
available in table form at the end of this report (see Appendix H). 
Thirty two survey respondents (26%) indicated they had a disability. Of 
this group of women, 41 % described having some type of back / joint pain, 
arthritis, or mobility impairment; 16% described having heart or lung problems; 
the remaining respondents indicated various other disabilities including diabetes, 
blindness, Multiple Sclerosis, cancer, kidney disease, fibromyalgia, and 
depression. Interestingly, 5 women described their disability as "old age". 
In response to the question about ethnic / cultural / national origins an 
overwhelming majority (97%) of respondents indicated some kind of Canadian, 
or European origin; while only 3% indicated an indigenous origin, including Metis, 
Haida and Tsimshiam. 
To gain a sense of the geographic location within northern BC where 
survey participants were living, they were asked to include the first three digits of 
their postal code. According to Canada Post if the second digit is a "0", this 
indicates a "rural" rather than an "urban" address; meaning residents must come 
to a centralized post office to pick up their mail. It is important to note that the 
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"rural" regions as defined by Canada Post are quite large in geography and 
therefore cannot be used to determine precise locality. Based on Canada Post's 
categorization of rural versus urban, 20.5% of the surveys completed came from 
women who live in rural areas. 
The demographic details which were gathered from the focus group 
participants were limited to determining their age ranges. In other words, 90 
women in total participated in the focus groups for the larger Northern Women 
project; 33 participants were 45 to 64 years of age, and 57 participants were 65 
years or older. Over sampling of women 65 years and older was done 
intentionally for the focus groups to better capture the voices of the older women, 
as they accounted for only 30% of the total number of surveys. 
In terms of the geographic location of focus group participants, it is 
important to note that attendance at a group held in a rural setting (i.e. McBride, 
Quesnel, Smithers or Terrace) could not be interpreted to mean that those 
participants also lived rurally. That being said, out of the 57 focus group 
participants, 42 (74%) attended rural groups while 15 (26%) attended groups 
held in Prince George. 
Quantitative findings: Descriptive statistics 
The survey questions from the larger Northern Women project which 
related most specifically to the research questions in this thesis were chosen for 
analysis. In particular, the questions chosen were those related to the role of 
caregiving, and the various factors affecting health and wellness. 
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Survey respondents were asked to choose from a list (see Figure 1) those 
factors which they thought currently had the most impact on their health and 
wellness. The top ten factors reported by older northern women were: stress 
(37); anxiety (36); not enough exercise (36); prescription / non-prescription drug 
use (36); depression (29); financial problems (17); issues of abuse (15); 
transportation problems (11); problems with social relationships (11); and limited 
community supports (10). With respect to the women who had identified issues 
of abuse, the types of abuse reported were: emotional (88%); physical (35%); 
financial (35%); and sexual (29%). Most of these same factors also emerged as 
themes from the qualitative data (both from surveys and focus groups) and will 
be discussed in detail in the next section of this report. 
Figure 1: Factors Impacting Health and Wellness (n=100) 
Factors: 
1 -
2-
3-
4-
5-
6-
7-
8-
9-
10-
Depression 
- Anxiety 
- Stress 
- Other mental health 
- Abuse 
- Drug use 
- Street drug use 
- Financial problems 
- Housing problems 
- Lack of caregiver relief 
11 -
12-
13-
14-
15-
16-
17-
18-
19-
20-
 Alcohol use 
-Gambling 
- Limited social support 
- Limited community support 
- Poor nutrition 
- Not enough exercise 
- Transportation problems 
- Problems with social relationships 
- Effects of colonization 
- Discrimination / racism 
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Interestingly, only 40% of respondents agreed that the factors referred to 
above have more of an influence on women's health as compared to men's 
health. In addition, 79% of respondents agreed that the issues influencing their 
health and wellness have changed as they have become older. 
A number of survey questions were specifically related to the role of 
caregiving, as this was an area of particular interest for the larger Northern 
Women project. Within the data from the older women, twenty-three (20%) of the 
respondents identified themselves as being in a caregiving role. Of those self-
identified as a caregiver, 45% indicated that they shared their home with the 
person they provided care for. In terms of who was being cared for, 50% 
reported caring for their spouse or partner; 21% reported caring for their 
grandchildren; 12% reported caring for their children; 8% reported caring for 
either their own or their spouse's parent; the remainder reported caring for other 
relatives or friends. 
In terms of satisfaction with their caregiving roles, only 4% of respondents 
indicated that they were "not satisfied", while 82% reported feeling "somewhat 
satisfied", "very satisfied" or "extremely satisfied". Thirteen per cent reported 
feeling "neutral" regarding satisfaction with their caregiving roles. 
With respect to caregiver stress, 26% of respondents reported feeling "not 
stressed", while 66% reported feeling either "somewhat stressed", or "very 
stressed". Nine per cent of respondents reported feeling "neutral" about their 
caregiver stress, while none of the respondents reported feeling "extremely 
stressed". It is interesting to note the level of satisfaction among caregivers 
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despite their level of stress. Given the potential negative impact of stress on 
health and wellbeing, finding ways to provide support to these caregivers should 
be explored. 
Regarding respite or caregiver relief, 82% indicated that they received 
some type of respite or relief from their caregiving responsibilities, while 18% of 
respondents reported receiving no respite at all. Respite was reported to be 
provided by "other family members" (52%); "spouse" (16%); and "in-home 
support services" (16%). 
It is important to reiterate that the statistics reported here are based on the 
quantitative data and represent only those women who completed surveys (68% 
of the total sample). Similar issues with respect to caregiving were raised by 
women who participated in the focus groups (32% of the total sample), which will 
be described in the next section. 
Qualitative findings: Emergent themes 
Qualitative data in the form of text, from the survey questions as well as 
focus group transcripts, were examined using both thematic and content analysis 
approaches. The following themes emerged from the data: 
1) Accessibility of care and affordable supports 
2) Functionality and independence 
3) Social supports and community connectedness 
4) Role of caregiving 
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Some of the themes contain sub-themes which could have been 
categorized within more than one of the larger themes, indicating a common 
tendency towards interconnectedness, (and highlighting the importance of an 
intersectional approach) when exploring issues related to women's health and 
wellness. The themes are presented in no particular order, as descriptive 
summaries of the data and given richness with the inclusion of quotations from 
the study participants. 
1) Accessibility of Care and Affordable Supports 
Health care. The importance of accessibility and affordability were 
predominant themes in the data, related to both health care in the traditional 
medical sense, as well as to factors which may be considered as supports to 
health and wellbeing. On the surface these two concepts may be thought of as 
entirely separate or different, and therefore might warrant individual attention. 
However, with respect to health care and supports for older northern women, 
accessibility and affordability are in fact mutually exclusive in many cases. In 
other words, it is impossible to think of health care as accessible if it is not 
affordable, and vice versa. 
Accessibility to physicians, specialists, and other health care services can 
be limited in the North. Participants reported extensive waitlists to see health 
care providers as well as lengthy wait times for test results and medical 
treatments. 
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"Waiting from tests because of lack of people - it took 6 months for 
ultrasound results both times I had to have one. A person could die 
before they found out what's the matter!" 
Problems with access to health care were sometimes seen as the result of age 
restrictions. One eighty year old woman with a history of breast cancer noted 
that she was no longer able to access mammography screening. 
"They figure after 79 you're either dead or you don't count." 
In addition to accessibility challenges for local services in the North, 
another complication may be experienced when women are required to travel to 
southern regions of the province, such as Vancouver or Kelowna for health care. 
This is one of the scenarios whereby the issue of accessibility is further 
complicated by the challenge of affordability. 
A trip to Vancouver for an older woman living in Terrace, for example, 
might involve a twenty hour bus ride and three nights in a hotel (one in 
Vancouver, and one in Prince George on the way to and from Vancouver). 
Alternatively, airfare to Vancouver and back may cost approximately $600, in 
addition to ground transportation and possible hotel accommodations. If that 
same older woman wishes to bring a travel companion, those costs and 
inconveniences are doubled. Coupled with the time and money involved in 
traveling south for health care, older women also reported feeling vulnerable and 
insecure because of the fact that they are forced to be so far away from the 
support of their family and friends. 
"Having to travel for medical help... costly and staying away from home 
without support of relatives and friends nearby." 
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"One area for all tests, more in the central north so that you are not away 
from your social and emotional support." 
"It is totally unacceptable to force seniors to move away from family and 
friends to get life sustaining caret" 
Accessibility to health care was also highlighted by a number of women 
who reported the importance of having a family doctor. A high value was placed 
on having a doctor who would take the time to listen, and who could be trusted. 
For those women fortunate enough to have a family doctor, their relationship with 
him or her was extremely important, and in some cases was the most influential 
factor in determining their health and wellness. 
"Your doctor is the key to prompt attention." 
"... I have a great relationship with my family doctor - we're not letting him 
retire. This is doctor 'X' and he has looked after me for 44 years and so 
you know we've talked to him and told him he just can't retire and that's all 
there is to it." 
One respondent noted a significant shift in the ways in which doctors 
treated their patients, and the medical profession as a whole. 
"For doctors to care about their patients like they did 15-20 years ago. A 
lot of doctors come to small northern towns, make a bunch of money, give 
patients pills, then leave town without caring what happens to their 
patients." 
"Most people treat the elderly like an expendable item and not as real 
people anymore. There does not seem to be the same caring as there 
used to be." 
Alternatively, some women who were not satisfied with their family doctor 
reported that having the choice to go elsewhere was equally important. 
"/ quit going to my doctor, I feel a lot better, I visit with naturopathic doctor 
instead and I feel better cared for and looked after." 
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"Get caring doctors. Fix the band list so that they do help, instead of 
making us feel like we're nothing!" 
For still others, a women's wellness centre was the preferred resource for health 
care services, rather than a physician's office. 
"Because they got time to sit down and talk to you and answer your 
questions and they like to hear you... and yes they take the time to listen." 
Extended health care. Another example of the combined challenge of 
accessibility and affordability for older northern women is related to extended 
health care coverage. Several women reported not having access to proper 
dental or vision care. The high cost of medications was another challenge for 
many women, especially those living on only a pension income. 
"Dental checkups are no longer covered under our health insurance so 
expense is an issue." 
"I have no dental insurance so must try to have a savings account for such 
emergencies, that is my barrier, perhaps financial." 
One aboriginal woman noted: 
"Indian healthcare is very cheap, substandard glasses, teeth, supplies, but 
they spend big on their conferences, etc!" 
Older women are often forced to make difficult choices with respect to their 
health care because of limited financial resources. 
" Well you have to pay to live -1 mean let's put it that way. I mean if you're 
paying rent in here but if you're only on a certain income, if you're only on 
old age and the guaranteed supplement you're not getting a lot of money 
and if you've got to pay for your medications, I mean there are people who 
have to make a choice 'do I pay for my pills, or do I eat?'" 
47 
Exercise and diet. Many women stressed the importance of being able to 
exercise and maintain a good diet of whole foods, fruits and vegetables, as 
supports which contributed to their health and wellness. Again, the 
interconnected needs for accessibility and affordability are seen here. 
"/ am lucky I can pay for the healthcare I need and am basically very 
healthy and quite young looking for my age. I can also pay for exercise 
classes and for social activities." 
"Exercise, eating well and not having to be stressed out over high rent and 
drug bills." 
"I worry over drug bills, and the cost of living, food and heating." 
A large number of women stressed the importance of exercise, however 
they also reported a variety of challenges to staying active. Some of the barriers 
to exercise were personal/physical limitations such as arthritis, and other mobility 
impairments. Other women reported being unable to get out, especially in the 
winter because of sidewalks that were icy and not properly maintained, as well as 
poor air quality. Still others indicated a fear of walking alone, due to dogs, 
teenagers and feeling vulnerable to being attacked. 
"/ feel very strongly on the positive effect of regular exercise, whether it is 
walking, swimming, skiing. Regular exercise often promotes socialization, 
which is also a mood booster. Supporting all levels of activity in a non-
threatening manner can only be beneficial." 
"A concern in Prince George for the elderly is icy sidewalks -1 have 
friends whose lives have completely changed due to bad falls." 
"I really don't have anything to complain about. I am 89 years old and still 
bowling and plan to golf again this year. The air quality here does affect 
some women." 
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Exercise and proper nutrition were seen as necessary supports to health 
and well being. As a result, issues of access to and affordability of these 
supports emerged as a sub-theme from the data. 
Housing and care beds. Another aspect of this theme (accessibility of 
care and affordable supports) relates to the various levels of "care", "beds" and 
housing available in the North. With respect to housing, there is a continuum of 
options for people as they age. Single family homes, rental units and subsidized 
seniors apartments are options for people who are independent and well enough 
to look after themselves and their homes. As a person ages and/or develops 
physical or medical challenges he or she may opt for an assisted living residence 
where "housing, hospitality and personal assistance services are provided to 
adults who can live independently but require regular assistance with activities of 
daily living due to age, illness or disability" (Government of BC, 2006). Long 
term care or residential care facilities "provide 24 hour professional nursing care 
and supervision for people who have complex care needs and can no longer be 
cared for in their own homes" (Government of BC, 2006). In addition to this 
variety of housing options for people, there seems to be a tendency in some 
communities to use acute care / hospital beds, and even emergency room beds 
as temporary housing alternatives. 
Women from across the North spoke about the backlog of beds. The 
problem, as reported by study participants, starts with a shortage of residential 
care beds and assisted living units in their communities. This shortage often 
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results in people being "held" in hospital beds while awaiting an opening 
elsewhere. 
"/ live in an assisted living unit and there are 14 units and there is a really 
long waiting list for people to get into there - there are 3 or 4 people there 
who should not be there because they can't look after themselves but 
there is no room at the Lodge because there isn't enough space at the 
Lodge either. You can't get into the Lodge because there are so many in 
the hospital that need to go into the Lodge so people in the community are 
unable to really get there. You have to be almost dead to get in." 
The high occupancy of acute care beds often means that people may be 
held on a gurney in the emergency room because of lack of space on the 
medical floors. When the emergency rooms become over crowded, participants 
noted a tendency for people to be sent home, often in medically fragile 
conditions, to care for themselves. 
"Some of them come back here and they're not even able to look after 
themselves. One gentleman came home yesterday and he went back in 
this morning, and this happens often." 
"I was sick last year and there was no bed for me and I had to go to the 
hospital and they filled me with morphine and they said 'now go call a 
cab." 
Home support services. To add to the problems associated with a 
shortage of various levels of care beds, older northern women have also noted a 
lack of home support services in their communities. 
"When I was in the hospital I was so sick I could hardly stand up and they 
sent me home and my doctor had the understanding that I would have 
help 4 times a day and so they sent me home on a Friday and I never saw 
anybody until Monday. People think it's there but it's really not there." 
"The home care is not there like it used to be." 
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"We need more home care support (not just medical, but also help in 
cleaning), perhaps assistance in the financial cost of my hiring house 
cleaning help. One level housing is not available where I live." 
"How the government does not consider seniors to enable them to stay in 
their own home and have the same care as in a seniors' home. 
Assistance with $ would still be cheaper." 
"1. There are not enough doctors to really listen, not enough time - they'd 
rather just give you a pill. 2. Help from the government for senior's 
housing renovations has too much red tape and this is health related. 3. 
Knowing that home care help is almost nothing if and when I'll need them 
is a worry." 
The interconnectedness of accessibility and affordability was summarized 
best by this response to the survey question about suggestions for making health 
care and support services in northern BC more effective in meeting the needs of 
older women; 
"We need more specialized services in smaller communities. 
Regionalization of services is not effective. It forces people to move away 
from their family and friends... financial and emotional stress. If the North 
continues to prosper and grow we need the services to go with the 
growth." 
2) Functionality and independence 
The value of basic physical functioning was another prominent theme in 
the data. Several women indicated the significance of simply being able to get 
out of bed in the morning, putting one's feet on the floor and being able to move 
around in the world. Fundamental physical abilities such as walking, bending, 
lifting and carrying were noted as having primary importance in feeling healthy 
and well for some older women. For others, the absence of pain was noted as 
an aspect of health. One woman reported that although she felt she had strength, 
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the bane of her existence was trying to open items that were packaged in plastic, 
contributing to the stress of her "plastic rage." 
"... having energy... mobility... my body is functioning the way it was 
meant to function." 
Another aspect of functionality frequently noted in the data was the 
significant value placed on being independent. 
" Well I think for me good health means that I'm still able to do everything 
for myself, I can do all my own housework, my shopping, my cleaning, 
walk the river, help other people and feel good while I'm doing it - not 
whining because I've got aches and pains." 
In response to one survey question asking about the factors having the most 
negative influence on health and wellness, one woman noted; 
"Lack of independence after driving my car for 82 years!" 
Another woman expressed how important being able to drive was to her health. 
"... / think if I come to the point where I couldn't drive, I'm not sure I would 
think of myself as healthy!" 
Woven throughout the theme of functionality there was a pattern of ideas 
around supporting self-care and the need to be a strong self advocate. 
"/ think if you're smart you tend to take a bit more care of yourself than you 
did when you're young. I think when you're young you think you've got all 
the time in the world and as you get older you realize that if you want to 
have the rest of your life in reasonable comfort you have to do certain 
things." 
"It's worse now than it's ever been but if you really want treatment and to 
get something done... it's up to you to push!" 
"You almost have to become your own doctor if you're not well." 
"I think you need to take responsibility for your own health and I think you 
do need to listen to your body and if your doctor gives you something and 
it makes you feel worse - don't take it!" 
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A point worth noting here is the possible link between functionality and 
what women perceive to be old age. In response to the survey question "do you 
have a disability?" 17% of the women who responded "yes" indicated that the 
nature of their disability was "old age". 
3) Social supports and community connectedness 
The theme of social supports had many layers of complexities, and may 
be seen as two directional. In other words, women benefited from receiving 
support from a social network, but also benefited from providing support to 
others. Some respondents noted a strong reliance on husbands, and being 
fearful not knowing what they would do without them. One woman noted that 
what had the most impact on her health was: 
"A positive outlook 90% of the time, the fact that I still have my husband 
(60 years wed), some family members nearby, opportunities to socialize at 
seniors clubs, and a good family doctor who cares." 
Other women reported a high need to have friends and family nearby to 
offer support with practical, day to day responsibilities including transportation, 
running errands and assisting with house and yard work. Social supports were 
also valued for dealing with loneliness, and preventing depression through 
companionship and having someone to talk to. 
"It's just as important for me to get out of my house, because I live alone 
and there is no one to talk to and it's just as important for me to go down 
to the senior's centre and talk my head off and I can go home happy - you 
know? So it is for my health too, not just for a doctor's appointment." 
"It really helps me because when I have a problem I have to talk about it, 
or cry in her ears or whatever and I have a lot of good friends who I do 
that with." 
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Another aspect of social support was noted in the area of community 
connectedness. Older women reported a strong value in having a sense of 
belonging, feeling needed and having the ability to make a contribution, such as 
through volunteer work. 
"The ability to socialize, to belong to a community and continue to 
contribute to that community." 
"I feel many women get wrapped up in themselves. I volunteer in the 
community and make sure I keep in touch with friends whether they are ill 
or healthy. Being able to laugh is so important in one's life." 
One focus group participant from a rural community reported: 
"We've never found a town so friendly. And even the gossip, I mean 
everyone knows your business but they care about you too. You know 
sometimes that is an advantage for somebody who doesn't want to ask for 
help." 
4) Role ofcaregiving 
Although only 20% of the survey respondents reported being a caregiver, 
the role of caregiving emerged from the focus group data as an important theme 
related to older women's health and wellness. It is likely that the number of 
women who were actually caregivers was higher based on current research 
(National Coordinating Group on Health Care Reform and Women, 2005). One 
potential discrepancy is based on the fact that many women do not consider 
themselves caregivers, despite being mothers, wives and daughters who spend 
much of their time looking after children and ill or aging family members. One 
other explanation is that women who are actively involved in a caregiving role 
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may not have the time or energy to respond to a survey, and would be even less 
likely able to attend a focus group. 
"You don't even think about it while you're doing it... it's after it's over and 
then you find out how much damage it's done to your health because 
you're just going and going 24:7." 
"I can't describe how tired I was, it's impossible for anyone to know how 
tired I was." 
"I mean nobody knows unless they've gone through it what the hell it's 
like... the caregivers are usually the ones that die before the person who 
has the disease because they're so worn out that they just can't take it 
anymore." 
It is important to note that most women who did describe their caregiving 
experiences were speaking retrospectively about roles they had held previously. 
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CHAPTER FIVE 
Discussion of Findings and Related Literature 
In order to provide a discussion of the findings and the themes that 
emerged from the data, it is helpful to do so within the framework of the initial 
research questions used to guide this project. Returning to the research 
questions, the first question asked: "What are the self-identified social 
determinants of health and health concerns that participants believe are most 
salient in the lives of women age 65 years and older in northern BC?" This 
question was clearly addressed by overall findings of the study. 
Accessibility of care and affordable supports; functionality and 
independence; social supports and community connectedness; and the role of 
caregiving were all identified by the older northern women who participated in 
this study as the factors most salient in relation to their health. Each theme along 
with related sub-themes will be explored and discussed in the following 
paragraphs, and will be supplemented by relevant literature. 
The themes of this research are consistent with the findings of Denton, 
Prus and Walters (2004) who argue that health is determined by complex layers 
of intertwined forces, with behavioural and psychosocial determinants of health 
growing out of the social context of people's lives, suggesting that social 
structural factors indirectly determine health and wellness. The structural factors 
these researchers refer to include systemic structures such as the health care 
system, the public welfare system and other types of formal and informal social 
support systems. 
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Access and affordability 
In terms of the challenges related to accessibility and affordability of health 
care and supports, the structural systems noted above have been identified by 
study participants as problematic. One example whereby people are placed at a 
disadvantage when attempting to access health care is the regionalization of the 
health care system. Although Prince George is considered a regional health care 
centre, the geographic distance that people from across the North must travel to 
access services creates a significant barrier. 
Having an understanding of the vastness and diversity of the northern BC 
geography makes one realize that the disadvantages related to access may be 
quite different depending on where someone lives. It is necessary here to 
acknowledge that a study of northern BC is far from homogenous. Not only are 
there differences to consider between urban and rural communities, there are 
also significant differences from one rural community to the next. At the same 
time, as noted by Thurston and Meadows (2003), some rural people have more 
in common with their urban counterparts than with their rural neighbours. For the 
purpose of this report, the data collected from women across northern BC has 
been dealt with as an aggregate of the entire Northern Health region. 
It is important to recognize that issues of accessibility and affordability are 
often intertwined, and are difficult to examine in isolation from one another. In 
some cases distant health care services are only accessible if a woman has the 
financial resources to be able to afford to access them, (e.g., transportation costs 
to fly to Kelowna or Vancouver to see a medical specialist). Alternatively, some 
57 
services may be available right in the local community, and seemingly 
accessible, but again without the financial resources, these services may be out 
of reach for many older women. An example of this is not being able to afford to 
pay for a visit to the local dentist or eye doctor because of a lack of extended 
health care benefits. 
In a study of women's health in northern BC by Madrid (2003), it was 
noted that various factors are commonly cited as having an influence on 
women's health and wellness including; isolation, expense, lack of health care 
services/resources, accessibility of resources and northern/rural community 
connection. This study lends support to the work of Madrid in that many of the 
same factors continue to be identified as influential to women's health and 
wellness, and in particular with respect to women 65 years and older. 
In many instances women reported feeling unable to access healthy 
foods, noting that processed, packaged foods with little nutritional value were 
often an affordable alternative to the high costs of fresh fruits and vegetables. In 
terms of opportunities for exercise; various factors made this yet another 
accessibility problem, including icy sidewalks, fear of victimization and the costs 
associated with public pools and recreation centres. 
Interestingly, Prus (2003) found that as the health-related impacts of 
financial deprivation, unhealthy lifestyle, and social and psychological 
deficiencies grow for those with lower socio-economic status, their health 
generally deteriorates faster relative to their counterparts over the life course. 
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This research highlights the potential impact of the feminization of poverty 
(Pearce, 1978), on the health of women as they age. 
In a study of poverty and women's health in BC, Reid (2004) suggests that 
women encounter inadequate services and material deprivation based on the 
exclusionary practices of the major institutions in their lives, including the welfare, 
health care and community recreation systems. As a result "the exclusionary 
practices enforced the women's material deprivation and influenced their ability 
to access health promoting resources," (p. 128). Schmidt (2000) lends support to 
this notion by suggesting "women are largely excluded from the wage labour 
force and obligated to concentrate on child-rearing and household management" 
(p. 340). Although these researchers are referring to women of all ages, the 
negative impact of poverty can be exacerbated for women of advanced age. 
A common concern for older northern women, which was threaded 
throughout many of the themes, was the need for making choices with respect to 
their health care, because of their financial circumstance. For example, some 
participants noted having to choose between paying for their medications and 
buying groceries; or were forced to "put on an extra sweater" because of the 
challenge of the high cost of heating their homes in the northern BC winters. 
In a recent press release from the Canadian Association of Social 
Workers (CASW, 2008) and the Canadian Association of Social Work Education 
(CASWE), it was noted that "the economic insecurity of women seniors is a result 
of inadequacies in public pension programs, as well as inadequate workplace 
pensions and individual savings". The CASW and the CASWE have called upon 
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the Government of Canada to make policy changes to mitigate poverty in old 
age, especially as it affects women. 
Concerns related to seniors housing, bed availability (acute care, 
residential care and assisted living beds), and home care support services were 
prominent throughout the data. The National Coordinating Group on Health Care 
Reform and Women (2002) report that rural women provide more hours of care 
than women in urban areas. This group also asserts that home care is not 
covered by the Canada Health Act principles that require universal access. As a 
result, means tests, user fees and eligibility requirements contribute to inequity of 
care. This is particularly challenging for older northern women who may have 
limited financial means. 
In a recent report by the Office of the Auditor General (Government of BC, 
2008), it was noted that "The Ministry of Health Services is not adequately 
fulfilling its stewardship role in helping to ensure that the home and community 
care system has the capacity to meet the needs of the population" (p. 6). A 
thorough review of home and community care services in BC is quite timely, and 
would be well supported based on the themes of this research. 
Similar research in other northern Canadian communities have revealed 
consistent findings. Wakewich and Parker (2006) conducted a thorough review 
of the literature regarding women's health in northern Ontario, revealing gaps in 
health services for women in the North, and highlighting how northern 
environments (social, cultural, economic, political and geographical) influence 
women's health beliefs, practices and access to care in unique ways. It was also 
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discovered that there was very little published research which explored the 
social, cultural, political, economic and geographical aspects of northern 
women's experiences and understandings of health and health behaviors. These 
authors suggested that "women's voices and perspectives on their health and the 
health of their communities are muted in existing studies and would be more 
centrally drawn out by complementing existing quantitative studies with more in 
depth qualitative research projects" (p. 6). 
Functionality and independence 
The ability to get out of bed every morning and look after their day to day 
responsibilities of life, independently, were factors very much associated with 
health and wellness for older northern women. Participants talked about "the 
little things" like being able to open a pickle jar, or having the ability to drive to 
town, get groceries and run errands without having to "bother other people" for 
help. Women acknowledged some of the natural functional declines often 
associated with age, such as joint stiffness and muscle weakness. As long as 
these factors had little impact on their overall functionality and their sense of 
independence they were thought of as part of life. Some women spoke of having 
specific conditions like diabetes, and heart conditions, and yet still considered 
themselves to be healthy and well. 
This theme is supported by a large national study of older women's health 
priorities by Tannenbaum, Mayo and Ducharme (2005) who found that women of 
all ages place great importance on maintaining function and preventing 
61 
symptoms of physical and mental decline. In another similar study of older rural 
women in Australia, de la Rue and Coulson (2003) found that health was seen as 
"the assumption of not being ill, having any aches or pains or having 'sick 
complaints'... consistent with the biomedical model of health" (p. 6). 
Social support and community connectedness 
Strong social supports and valuable ties to community were factors highly 
associated with older women's sense of health and wellness. In a report on 
home care by The National Coordinating Group on Health Care Reform and 
Women (2002), it was noted that home care involves social and emotional 
support, and suggested that "such support (or the lack of it) can have a profound 
impact on health" (p. 4). For women who live alone and have limited contact with 
family and friends, reliance on formalized home care services for social and 
emotional support can be very important. This point is of particular concern 
when considering the cuts to publicly accessible home care services that have 
taken place over the past few years. 
A Fact Sheet by the Canadian Research Institute for the Advancement of 
Women (CRIAW,2001) indicates that social isolation and loneliness are as great 
at predicting disease and premature death as smoking, obesity, lack of exercise 
and high blood pressure. Findings from an Australian study similar to this 
highlight the influence of socially constructed gendered rural identity on health 
and wellbeing, suggesting there is a tension between a sense of belonging to a 
close knit rural community and the experience of social and geographical 
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isolation (Harvey, 2007). This theme is supported by McLennan (2005) who 
found that women (of all ages) in northern BC believe that "relationships with 
other women and with family and community along with connections to 
community services and programs are a fundamental determinant of their health" 
(p. 98). 
Fortunately, in a recent study of quality of life indicators in northern BC, 
Michalos et al. (2007) found that older adults reported very high levels of social 
support from within their local communities through church groups, voluntary 
organizations, ethnic associations, social clubs and senior centres. 
Role of caregiving 
The role of caregiving was captured in both the quantitative and qualitative 
data as an important factor related to older women's health and wellness. 
Although only a small percentage (20%) of survey respondents identified 
themselves as caregivers, it is likely that this number is actually higher based on 
the current research. The National Coordinating Group on Health Care Reform 
and Women (2005) have suggested that approximately 80% of health care 
workers are women and women provide most of the unpaid health care within the 
home. 
As reported earlier, one explanation for the low percentage of survey 
respondents who identified themselves as caregivers is the fact that a woman 
who is actively involved in the responsibilities of caregiving may not have the 
time or the energy to respond to a survey. Another possibility is that many 
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women tend not to identify themselves as caregivers, despite being wives, 
mothers and daughters who take leadership roles in the care of their family 
members and friends. The fact that issues related to caregiving emerged out of 
the focus group data as a prominent theme supports the notion that caregiving 
impacts many more older women than it appears on first consideration. 
In a recent study of caregiving by northern rural women in BC, 
Hemingway, Peters and Vaillancourt (2008) found that most care was conducted 
in private homes by sole caregivers with limited social services, and where rural 
geography exacerbated their sense of isolation. Alternatively, in an examination 
of the quality of life, health and social support of older caregivers, another recent 
study conducted in northern BC revealed that caregivers and non-caregivers 
were not significantly different in terms of quality of life, self-reported health and 
most aspects of social support and age identity (Hubley, Hemingway & Michalos, 
2003). This same study found that caregivers reported feeling relatively satisfied 
and not heavily stressed by their caregiving roles. 
Some of the themes from this research are consistent and may be 
therefore considered in support of research themes which emerged out of a 
recent conference held in Prince George (British Columbia Network for Aging 
Research, 2008). In particular, these conference themes are: 1) home care; 2) 
access; 3) supporting seniors in their homes; and 4) informal caregiving. 
Returning to the initial research questions, the second research question 
was: "What are the perceived gaps in services that these same northern women 
believe currently exist?" In a closer examination of the themes, it is worth noting 
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that access and affordability were seen as gaps in service by many northern 
women. Where services were available locally, wait times were frequently noted 
as a frustration of the health care system. Where local services were not 
available, the problem of waitlists was coupled with other issues of accessibility 
including travel expenses and having to leave the support of family and friends in 
their home communities. With respect to the supportive aspects of health care 
(e.g., exercise, healthy foods, and housing), again, the gaps identified 
represented challenges with access and affordability. 
The final research question pertained to recommendations made by 
participants to achieve better health outcomes for northern women. This 
question will be addressed in the next section of this report. 
Recommendations 
This section will highlight the recommendations which have emerged from 
the data and represent as accurately as possible, the voices of the northern 
women who participated in this research project. 
1. Support aging in place 
The vast majority of older women in this study have indicated in one way 
or another, the importance of being able to age in place. Being supported with 
practical assistance in areas such as travel for health care, home support, 
housekeeping, errands and yard maintenance is key to keeping older women in 
their own homes. These ideas are well supported by the research. In particular 
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a recent report on the "age friendliness" of rural and remote communities in 
Canada (Government of Canada, 2007) outlined a number of ways in which 
northern communities can adapt themselves to care for their older adult 
populations and support them in remaining close to home as they age. Given the 
fact that social work is a profession which is based on a holistic and person 
centered approach, this makes front line practitioners well equipped to support 
clients to age in place. 
2. Foster community involvement 
Aging in place is more than simply being able to stay in one's home. 
Older women also wish to remain integrated with their communities, being able to 
volunteer and make ongoing contributions. A supportive social network is 
imperative either through formal or informal sources, to stave off issues of 
isolation, loneliness and depression. Social supports may be provided through 
community based seniors recreation groups, telephone check-in services and 
buddy systems. Support for seniors to remain in the workforce would also help 
to preserve opportunities for socialization and feelings of worth. In a recent 
report of the Premier's Council on Aging and Seniors Issues (Baird, 2006) a 
number of similar recommendations are suggested, including proactively 
supporting and promoting volunteerism; reshaping neighbourhoods; and 
addressing the housing and transportation needs of older people. 
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3. Facilitate financial support 
Financial support for the high costs of medications, extended health care 
services and the rising cost of living in the North, such as gas and electric heat, 
would also go a long way to support older northern women to age in place. 
Although there currently exists a Guaranteed Income Supplement from the 
federal government to protect seniors living near the poverty line, due to limited 
awareness of this program and a challenging application process, more than 
200,000 eligible people across Canada missed out on this benefit in 2000 
because they did not apply (Baird, 2006). It is therefore recommended that 
proactive outreach services be provided to older adults to ensure that these 
types of financial opportunities are taken advantage of by all who qualify. Again, 
social workers would be a natural choice in terms of providing this type of 
advocacy and navigational assistance and support. 
4. Support for caregivers 
For those women who are in caregiving roles, support in the form of 
caregiver relief or respite is recommended. This may be made available through 
in-home care providers, or through publicly accessible beds in care facilities (at 
little to no cost to the caregiver). Residential and long term care beds should 
also be accessible in all northern communities to prevent the traumatization 
associated with separation when an older woman is faced with having to move 
her spouse into a care facility permanently. 
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One recent publication "Seniors in British Columbia: A Healthy Living 
Framework" (Government of BC, 2008) outlines a number of similar initiatives for 
supporting citizens as they age with the goal of making British Columbia "the best 
place on earth for older people" (p. 3). This report also offers a variety of 
suggestions for achieving this goal. It is recommended that the diverse and 
unique needs of older women in northern BC be taken into account when 
implementing these action plans to prevent further fragmentation. 
Conclusions 
From a feminist critical theory approach, while using aspects of the theory 
of social constructivism to guide my thinking, and approaching the data through 
an intersectionality lens looking at issues of age and geographic location, and 
considering multiple sources of oppression, this thesis has explored and 
described the complexities of older women's health and wellness in northern BC. 
The significance of accessibility and affordability related to health care and 
support services was a prominent theme from this sample of older northern 
women, as was the value and influence of functionality, independence, social 
supports, community connections and the role of caregiving. 
Older women in the North presented a rather united message with respect 
to the contributing factors impacting their health and wellness. Whether from the 
urban center of Prince George, or the smaller rural communities across the 
North, older women stressed the importance of having health care services and 
other supports available to them when needed. Community connectedness and 
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having reliable social networks contributed to their ability to function, and live 
independently while limiting social isolation and at the same time serving to 
preserve their health and wellness. 
The findings of this research lend support to the belief that health and 
wellness may be viewed as socially constructed concepts, rather than terms 
which can be scientifically or objectively defined and universally accepted. In 
addition, the influences of structural social work theory, and the impacts of 
various sources of oppression lend further support to this view. The use of 
intersectionality as a lens through which to explore these ideas has been 
valuable as it served as a reminder that every human being is different, with 
various social and geographic contexts influencing their unique life experiences, 
and ultimately impacting their position in, and view of the world. 
69 
CHAPTER SIX 
Wrapping Up 
Limitations of the study 
One of the limitations of this study stemmed from the limited timelines for 
the larger Northern Women project, to gather the data and conduct the research. 
Given the deadline for project completion, timelines were tight necessitating data 
collection during the months of February and March which can be a challenging 
time for winter travel in northern BC, both for myself as a researcher and also for 
those participants who wanted to take part in a focus group or access a paper 
copy of the survey. 
Another study limitation related to the method in which participants were 
selected. The use of on-line survey distribution precluded women without access 
to, or regular use of the internet. To address this limitation, this method of data 
collection was supplemented by the distribution of paper surveys, which were 
made available in public locations in various northern communities, and also 
delivered to home bound older women through Meals on Wheels and outreach 
volunteers. Literacy and competency in the English language were other issues 
imposing limitations on the research, as there was a requirement to read and 
write in English in order to complete a survey. 
The sample of older northern women who contributed to this research, 
although heterogeneous, was not as diverse as was hoped. In order to use an 
intersectionality lens to its fullest potential in the examination of data, a highly 
diversified sample of women would be ideal. This would include women from a 
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variety of ages, socioeconomic backgrounds, ethnic origins, sexual orientations 
and geographic locations. The examination of data from a sample of older 
women with this range of diversity, using an intersectionality framework could 
result in different findings. 
In this study, the use of an intersectionality lens was limited because of 
the demographics of the research participants. The majority of survey 
respondents had similar demographic characteristics, including being Canadian 
or of European descent; between 65 and 74 years of age; heterosexual; married 
or widowed; retired; and with an annual household income of $40,000 or more. 
Since this sample has limited demographic diversity and appears not to be 
representative of the population of older women in northern BC (BC Statistics, 
2008). Therefore, the results reported here cannot be generalized beyond the 
individuals who participated in this study. 
One final limitation to this research was noted in the fact that the study 
results described northern older women's "perceived" or "self-identified" health 
and wellness. Although it was hoped that this research would in some way serve 
to inform health service policy, it must be understood that health outcome 
measures were not part of the data collected in this study, rather, data was 
comprised of the self-reports of older northern women. 
Implications for Social Work policy and practice 
This research has the potential to have significant implications for social 
work policy and practice. The overall themes lend support to the theory of 
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structural social work by linking the personal with the political (Mullaly, 2002). As 
a result, social workers must be diligent in recognizing this connection when 
working with their clients, and constantly strive toward social change. 
Given the breadth of influences on the health and wellbeing of older 
women in northern, rural and remote BC, potential practice implications may 
include an increased need for multidisciplinary (and interdisciplinary) approaches 
to service delivery. Social workers, with their diverse skill sets, may be well 
suited to be leaders in case management roles, providing holistic client centered 
assessments, advocating at various levels of service delivery, and collaborating 
closely with other front line service providers including physicians, nurses and 
allied health professionals. At the same time, it is always necessary for social 
workers to advocate for their clients at the macro level by informing social policy 
and lobbying against systemic changes that serve to further marginalize northern 
older women. 
Another implication may be the need to consider alternative ways in which 
social work is actually practiced. The results of this research lend support to the 
ideas of McLennan, Hemingway and Bellefeuille (2006) who suggest that in 
confronting the unequal access to health resources for marginalized women, 
social workers may benefit from utilizing information and communication 
technologies (ICT) to supplement their professional practice. Introducing the use 
of ICT to older northern women could provide many advantages, including better 
access to information and resources at the same time potentially reducing social 
isolation and loneliness. This idea is especially promising given the vastness of 
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the northern BC geography and the challenges it creates in providing accessible 
social work support across the North. 
It has been suggested that a social development model of social work is 
best suited for practicing in northern, rural and remote communities. Schmidt 
(2000) asserts "northern social workers have to become allies with their 
communities and not agents who enforce metropolitan requirements on the 
hinterland" (p. 345). This idea was supported by participants who suggested that 
health care decisions which are made in BC's lower mainland, (specifically in the 
provincial capital of Victoria), are not necessarily appropriate for the North given 
the diverse geographic and contextual realities. The findings of this research 
lend support to the research of Schmidt who also suggests "northern social 
workers employing a social development approach need to have effective 
community organization skills which are respectful and inclusive of local wisdom, 
tradition and knowledge" (p. 346). 
The social work profession may be well positioned as a leader in 
recognizing and calling attention to the complexities of women's lives, especially 
older northern women in living in marginalized situations. That lead position may 
be used to influence decision makers at service delivery and policy levels, 
specifically related to improving ways to provide effective, holistic health and 
wellness services which are truly accessible to older women in northern BC. 
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Future research 
Based on the limited sample of this research, future research should aim 
at better capturing the diversity and heterogeneity of older women in the North. 
Particularly when studying northern BC, more efforts at gathering data from First 
Nations and Inuit populations may net considerably different results. Issues of 
colonization, discrimination and abuse may surface, and would undoubtedly have 
remarkable influences on the factors affecting health and wellness. 
A more in depth exploration of other specific issues such as poverty, 
rurality, disability or the numerous aspects of caregiving would also provide 
better insight into the ways in which older women's health and wellness are 
impacted. These more substantive studies may be useful in providing valuable 
evidence to inform both health care policies and social work practice models for 
northern BC and beyond. 
In examining some of the most recent government publications related to 
health and aging (Baird, 2006; Government of BC, 2007; Government of Canada 
2007; Government of BC, 2008) it seems there is some promise that these 
recommendations are being considered. Future research should be directed at 
an evaluative review of the newest government initiatives in an effort to ensure 
they are in fact addressing the health needs of older women in northern BC. 
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Appendix A 
Hello, 
An important research project is underway looking at the "Health Needs of Women 45 Years and 
Older in Northern BC". We would truly appreciate your participation. You may do so in two ways: 
1. Survey. Please consider completing our brief survey, it should take only about 20 minutes. 
You may complete the survey directly on-line by clicking on the following link 
http://www.unbc.ca/northernfire or if you prefer a paper copy you're welcome to print the attached 
survey and mail it back to the researchers at the address below. 
2. Focus Groups. A small number of focus groups will be held in the communities of Prince 
George, McBride, Valemont, Vanderhoof and Fort St. James during the month of March. Focus 
groups will take approximately 90 minutes and a modest honorarium will be provided to 
participants. If you are a woman 45 years of age or older, living in northern BC and you are 
interested in participating in a focus group, please email Melinda Allison at allisonm@unbc.ca 
or call 250-960-5602 and leave a message with your name and phone number and your call will 
be returned. 
This research project has been approved by the ethics committees of the University of Northern 
British Columbia and Northern Health. Thank you for considering participating and having your 
voice heard about health needs of women 45 years and older in northern British Columbia. And 
please feel free to pass this on to your friends and co-workers. Every northern woman 45 or 
older is welcome to participate! 
Professor Dawn Hemingway 
& Melinda Allison (MSW Student) 
UNBC - School of Social Work 
3333 University Way 
Prince George, BC, V2N 4Z9 
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Appendix B 
UNIVERSITY OF 
NORTHERN BRITISH COLUMBIA 
Your health matters! 
We are looking for women 45 years and older 
who live in northern BC and who are interested 
in talking about their health needs. 
If you would be interested in participating in a 
Focus Group please take a number below and 
call Melinda to register or email 
allisonm@unbc.ca. 
i"»IHiHI^T 
For women 45 to 64 years of age 
Thursday March 20; 12:00 -1:30pm 
(lunch provided) 
For women 65 years and older 
Thursday March 20; 2:00 - 3:30pm 
(snacks provided) 
A modest honorarium will be provided to assist with 
childcare/transportation costs 
This project has been funded through Northern Health and is being 
conducted by UN6C Social Work Professor Dawn Hemingway 
and MSW student, Melinda Allison 
250-
960-
5602 
250-
960-
5602 
250-
960-
5602 
250-
960-
5602 
250-
960-
5602 
250-
960-
5602 
Appendix C 
Health Needs of Women 45 Years and Older in Northern BC - Survey 
2. How would you describe your 
ethnic / cultural / national origin? 
For example: 
British Italian 
Carrier Metis 
East Indian 
Other, please specify; 
The purpose of this survey is to hear the opinions of women age 45 years and older living in northern BC in 
relation to their health, the social determinants of health (defined as the economic and social conditions under which 
people live and which have an influence on their health), and access to health care services. We appreciate your input 
and we value your opinion. Please be as detailed as possible and mark an "X" beside all responses that apply to you. 
Remember information is voluntary. 
Demographics 
1. What is your age? 
45 - 54 years 
55 - 64 years 
65 - 74 years 
7 5 - 8 4 years 
85 - 94 years 
95 years or older 
3. What is the highest level of education that 
you have completed? 
elementary school - incomplete 
elementary school - completed 
secondary school - incomplete 
secondary school - completed 
some trade, technical, business, or community college 
diploma or certificate from trade, technical, business or 
community college 
some university 
university degree (bachelor's or any higher level) 
5. Your primary employment status: 
employed full time 
employed part time 
retired 
not employed 
other; please specify 
4. Your annual household income: 
less than $15,000 
$15,000-$24,999 
$25,000-$39,999 
$40,000-$59,999 
$60,000-$79,999 
$80,000 or more 
6. Your marital status: 
currently married 
live-in/common-law partner 
single (never married) 
divorced 
separated 
widowed 
7. Your sexual orientation: 
heterosexual 
bisexual 
transgender 
transsexual 
lesbian 
other; please specify_ 
8. Do you have a disability? 
no 
yes - if yes, what is 
the nature of the disability? 
9. First 3 digits of your postal code? 
(please do not provide the last 3 digits) 
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Caregiving Roles 
Providing care may be in the form of supervision, emotional support, or practical support such as assisting with feeding, 
dressing, bathing, transportation, managing finances, or running errands, as examples. 
10. Are you a caregiver for a child or adult in your life? yes no (if no, proceed to question 19) 
11. Who are you a caregiver for? Please "X" all that apply to you. 
spouse / partner _ your child(ren) (own child, step child or foster child) 
your grandchild(ren) _ your parent(s) (own parent, step parent, foster parent) 
your partner's/spouse's parent _ another relative 
a friend _ other, please specify; 
12. Do you share your household with any of the individuals for whom you are a caregiver? 
yes no 
13. Please indicate the age groups of the person (or people) for whom you are a caregiver. 
Please "X" all that apply. 
children who are less than age 5 years adults who are ages 19 to 64 years 
children who are ages 5 to 18 years adults who are ages 65 to 84 years 
adults who are 85 years and older 
14. How satisfied are you with your caregiving role(s)? 
Not satisfied somewhat satisfied neutral very satisfied extremely satisfied 
1 2 3 4 5 
15. How stressed are you with your caregiving role(s)? 
Not stressed somewhat stressed neutral very stressed extremely stressed 
1 2 3 4 5 
16. Do you get respite / relief from your caregiver role(s)? (e.g. breaks, time away) 
yes no 
17. How important is it to you to receive respite / caregiver? 
Not important somewhat important neutral very important extremely important 
1 2 3 4 5 
18. Who provides your respite / caregiver relief? Please "X" all that apply. 
partner / spouse in-home support services 
other family member(s) other, please specify: 
friend 
daycare / adult daycare 
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Factors affecting health and wellness 
19. From the list below please mark an "X" beside all items which you think are currently having an impact on your overall 
health and wellness. Please mark an "X" beside all that apply. 
Depression (e.g., feeling unhappy, sad, lonely, helpless or hopeless) 
_, Anxiety (e.g., feeling anxious, nervous, worrying, restless, uneasy, fearful) 
Stress (e.g., feelings of pressure, tension, urgency, panic) 
Other mental health issues 
Someone in your life that you trusted has been abusive to you 
Prescription drug use or non-prescription drug use 
Street-drug use 
Financial problems (e.g., having problems managing your money, or not having enough money to meet your 
basic needs) 
Housing problems (e.g., lack of affordable, accessible and appropriate housing options) 
Lack of adequate childcare, daycare, respite or caregiver relief. 
Alcohol use (e.g., have you been told, or do you feel you drink too much?) 
Gambling (e.g., have you been told, or do you feel you gamble too much?) 
Limited social supports (e.g., lack of supportive family or friends) 
Limited community supports (e.g., lack of support from volunteers or community agencies) 
Poor nutrition (e.g., not eating a well balanced diet) 
Not enough exercise 
Transportation that is unreliable, unavailable, inaccessible or too costly 
Problems with social relationships (e.g., spouse, family, friends, etc) 
Effects of colonization (e.g., placement in residential school) 
Experiencing racism or discrimination 
Other issues that you feel influence your health & wellness, please specify; 
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20. As a follow up to the above question, if you indicated that "someone in your life that you trusted has been 
abusive to you", please choose one or more of the following to specify the type(s) of abuse you have 
experienced. 
Physically (e.g., hitting, shoving, slapping, grabbing, punching) 
Emotionally (e.g., yelling, name calling, belittling, swearing at you) 
Sexually (e.g., unwanted touches, forcing sex on you against your wishes) 
Financially (e.g., taking your money, keeping money from you) 
21. Would you say that the issues you have noted in question 19 above have more influence on women's health 
as compared to men's health? yes no If yes, please explain? 
22. Would you say that the issues influencing your health and wellness have changed as you have become 
older? yes no If yes, in what ways? 
23. What ways could support be provided to you for the issues you have noted thus far in this survey? 
Family doctor 
Public health nurse 
Access to hospital / health care 
center 
Women's wellness center 
Social worker / counselor 
Support from church 
Support from band council or 
cultural community 
Support from friends, family, support 
groups 
Would be helpful 
(mark an "X") 
Would not be helpful 
(mark an "X") 
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Reading materials / brochures 
On-line information / education / 
support 
Financial support 
Transportation support 
(24) Other, please specify; 
25. Please indicate whether or not each of the following support services is available to you. 
Family doctor 
Public health nurse 
Access to hospital / health care 
center 
Women's wellness center 
Social worker / counselor 
Support from church 
Support from band council or 
cultural community 
Support from friends, family, support 
groups 
Reading materials / brochures 
On-line information / education / 
support 
Financial support 
Transportation support 
(26) Other, please specify; 
Available (mark an "X") 
-
Not available (mark an "X") 
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27. Please rate these preventative healthcare measures on 
1 = not important 2=somewhat important 3=neuti 
Breast cancer screening 
Cervical cancer screening 
Cardiovascular / heart health checks 
Osteoporosis / bone density checks 
Urinary continence health checks 
Gastro-intestinal / stomach health checks 
Memory / cognitive health checks 
Depression / anxiety screening 
Diabetic testing 
Cholesterol testing 
Dental checkups 
Vision / eye checkups 
(28) Other, please specify; 
Other, please specify; 
how important they are to you. 
al 4=very important 5=extremely important 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
29. Please describe how these preventative health care services (noted in question 27 above) are available to 
you in your community if applicable? 
30. What, if any, barriers exist for you to access the preventative health care services noted in question 27 
above, (e.g. childcare, transportation, waitlists, language)? 
31. What, if anything would you suggest to make health care and support services in northern BC more effective 
in meeting your health care needs? 
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32. Overall, what 3 factors would you say currently have the most positive influence on your health and 
wellness? 
33. Overall, what 3 factors would you say currently have the most negative influence on your health and 
wellness? 
34. Any other comments? Please feel free to use the space below to provide any additional comments you would like 
to make regarding your thoughts on women's health in northern BC. We welcome any and all comments. 
Thank you for taking the time to complete this survey! 
Appendix D 
Health Needs of Northern Women 45 Years and Older 
Focus Group Question Guide 
How would you define health? 
What does being healthy mean to you? 
What would you say are your most important health needs? 
What factors would you say influences these health needs? 
Which, if any of your health needs are unique to women? 
Which, if any of your health needs would you say are unique to women your particular age? 
Would you say your health needs have changes as you've aged: If so, how? 
How do you go about getting your health needs addressed? 
What, if any barriers are there for you in getting your health needs addressed? 
Do you think these barriers are unique to northern BC? 
What would you say would be the best way of dealing with these barriers? 
Any other comments related to women's health in northern BC? 
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Appendix E 
Health Needs of Northern Women 45 Years and Older 
Survey Information Sheet 
Purpose 
The purpose of this research is to better understand the perspectives of women living in northern BC 
in relation to their health status, social determinants of health and access to health care services. A 
portion of this research project will be utilized as thesis research by Melinda Allison, a UNBC 
graduate student in the Social Work Program. 
How participants were chosen 
Some participants have the opportunity to respond to an electronic version of the survey based on 
their membership in a number of email distribution lists (Women North Network, Prince George 
Council of Seniors, BC Association of Social Workers Northern Branch, the Provincial Women's 
Health Network, and the BC Women's Health Research Network). Other participants have the 
opportunity to respond to a publicly accessible site where paper versions of the survey are made 
available (e.g. community centers, libraries, wellness clinics). Researchers will also seek to make 
the survey available to isolated or home bound women. These potential participants will have access 
to paper versions of the survey delivered to them by their service providers (e.g. senior's outreach, 
Meals on Wheels, etc.) and will be given the option to complete the survey and return it through 
regular mail. Participants are deemed eligible if they are a woman 45 years of age or older, living 
within the boundaries of Northern Health, specifically bordered by the Northwest and Yukon 
Territories to the north, the BC interior to the south, Alberta to the east, and Alaska and the Pacific 
Ocean to the west. 
What participants are asked to do 
Participants are asked to complete a survey (electronic or paper version) exploring their health 
needs. Electronic versions of the survey may be completed and submitted on-line, or downloaded 
and printed for completion in hard copy format and returned to the researcher through regular mail. 
Paper versions of the survey may be completed at the site where initially provided and returned in a 
drop-box, or may be returned to the researcher through regular mail. 
Potential risks and benefits 
Apart from the commitment of time, there are no known inconveniences or risks associated with 
participation in this research. Nonetheless, if during the research process participation brings up 
issues which the participants feel require debriefing they can discuss these with the researcher and / 
or they may access free counseling support through the Women's Wellness Program, or be referred 
to another appropriate service provider, (phone number 250-565-7350). The potential benefits of 
participation in this research include opportunities to critically reflect on everyday experiences in a 
supportive environment. Access to any reports that are the result of the research project will be 
provided to all participants. 
Voluntary participation 
Participation in this research is completely voluntary. Participants may withdraw (and their 
information would also be withdrawn) at any time without explanation or consequence. Participants 
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shall answer only the questions they choose. Non-participation or withdrawal will not affect 
services participants currently receive or wish to receive in the future. 
Who will have access to responses? 
Only members of the project research team will have access to the surveys. 
How and how long will information be stored? 
All surveys will be kept in a locked filing cabinet in the Women North Network/Northern FIRE 
office at UNBC. Surveys will be kept no longer than 4 years after completion of the project, at 
which time paper copies will be shredded and electronic data files deleted. 
Anonymity and confidentiality 
Participants who complete surveys will be asked that no names or identifying information be 
included. Any identifiers that are noted will be stripped from the data and no one will be able to link 
participant names with what is written. Pseudonyms will be used to differentiate individuals' words. 
Throughout this project, the researchers will make every effort to ensure that participant identity is 
not revealed directly or indirectly. Information provided by participants may be reflected in the final 
report and in publications or presentations, however, names and identifying information will not be 
used. 
Dissemination of results 
Upon completion of this project results will be distributed through various networks including the 
Women North Network, the BC Women's Health Research Network, the Women's Health Research 
Institute and the BC Centre of Excellence for Women's Health. Results will also be made available 
to study participants upon request. The final report will be provided to Northern Health and to each 
public library in the north that requests a copy. Results will be distributed through presentations at 
professional conferences and other academic and community based venues. Partial results (re: 
women 65 years and older) will be available as a student thesis. 
Concerns or complaints 
For questions about your rights as a participant in a research study or complaints about conduct of 
the researchers, contact the UNBC Office of Research (250-960-5820 or reb@unbc.ca). 
Contact person 
Questions about this project may be directed to the research assistant, Melinda Allison (by phone 
250-960-5602, or email allisonm@unbc.ca), or you may also contact the project supervisor Prof. 
Dawn Hemingway (by phone 250-960-5694, or email hemingwa@unbc.ca). 
Address for Returning Completed Surveys by mail: 
Professor Dawn Hemingway & 
Melinda Allison (MSW Candidate) 
School of Social Work 
3333 University Way 
Prince George, BC V2N4Z9 
We would like to thank you very much for participating in our research project entitled 
"The Health Needs of Northern Women 45 Years and Older", and for completing the attached 
survey and returning it us. Please retain this information sheet for your own personal records. 
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Appendix F 
Health Needs of Northern Women 45 Years and Older 
Informed Consent Form 
The purpose of an informed consent is to ensure that you understand the purpose of the study and 
how you will be involved. 
Do you understand that you have been asked to be in a research study and that you are asked to 
participate in a focus group? Yes No 
Have you read and received a copy of the attached information sheet? 
Yes No 
Do you understand that the focus group interviews will be recorded? 
Yes No 
Do you understand the benefits and risks involved in participating in this study? 
Yes No 
Have you had an opportunity to ask questions and discuss this study? 
Yes No 
Do you understand that your participation in this research is completely voluntary, and that you 
should only respond to questions you choose? You may refuse to participate or withdraw from the 
study at any time. You do not have to give a reason and it will not affect any care or service you 
are receiving or plan to receive. Yes No 
Has the issue of confidentiality been explained to you? Yes No 
Do you understand who will have access to the information provided? Yes No 
This study was explained to me by: 
Print name 
I agree to take part in this study: 
Signature of research participant date 
Printed name of research participant 
Signature of witness date 
Printed name of witness 
I believe that the person signing this form understands what is involved in the study and voluntarily agrees to 
participate. 
Signature of researcher date 
Appendix G 
Ethics approval from UNBC 
UNIVERSITY OF NORTHERN BRITISH COLUMBIA 
RESEARCH ETHICS BOARD 
MEMORANDUM 
To: Dawn Hemingway 
From: Greg Halseth, Chair 
Research Ethics Board 
Date: February 12, 2008 
Re: E2008.0124.021 
The health needs of northern women 45 years and older 
Thank you for submitting the above-noted research proposal and requested amendments 
to the Research Ethics Board. Your proposal has been approved. 
We are pleased to issue approval for the above named study for a period of 12 months 
from the date of this letter. Continuation beyond that date will require further review and 
renewal of REB approval. Any changes or amendments to the protocol or consent form 
must be approved by the Research Ethics Board. 
Good luck with your research. 
Sincerely, 
Greg Halseth 
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Appendix H 
Demographic details of survey participants (n=122) 
Age range 
65 - 74 years 
75 - 84 years 
85 - 94 years 
95 years or older 
Highest level of education 
Secondary school incomplete 
Secondary school completed 
Some trade, technical, business, community college 
Diploma/certificate - trade, tech, business, community college 
Some university 
University degree at bachelors or any higher level 
Annual household income 
Less than $15,000 
$15,000-$24,999 
$25,000 - $39,999 
$40,000 - $59,999 
$60,000 - $79,999 
$80,000 or more 
Total number of respondents 
Primary employment status 
Employed full time 
Employed part time 
Retired 
Not employed 
Other, e.g. self-employed, home based, disability, 
Marital status 
Currently married / live-in / common-law partner 
Single - never married 
Divorced / separated 
Widowed 
Sexual orientation 
Heterosexual 
Bisexual 
Lesbian 
Total number of respondents 
Actual 
76 
40 
5 
1 
18 
16 
14 
29 
18 
27 
11 
31 
26 
20 
15 
9 
(112) 
2 
2 
113 
2 
3 
53 
1 
21 
47 
114 
1 
1 
(116) 
% 
62% 
33% 
4% 
< 1 % 
15% 
13% 
12% 
24% 
15% 
22% 
10% 
28% 
23% 
18% 
13% 
8% 
2% 
2% 
93% 
2% 
2% 
43% 
< 1 % 
17% 
39% 
98% 
< 1 % 
< 1% 
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